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Second Edition 
Y Epica DISORDERS OF THE 
LOCOMOTOR SYSTEM 
INCLUDING THE RHEUMATIC DISEASES 
By ERNEST T. D. FLETCHER, M.A., M.D., M.R.C.P. 
Physician-in-Charge the Department of Rheumatism and 
Lecturer in Rheumatic Diseases, Royal Free Hospital 
This edition has been fully revised and six new chapters have 
been added by authorities on special subjects. 
Pp. 892 377 Illustrations (6 in full colour) 60s. net 
E. & S. Livingstone Ltd., Medical Publishers, Edinburgh 


Second Edition Now available 


URGERY: A TExTBOOK FOR STUDENTS 

By CHARLES AUBREY PANNETT, B.Sc., M.D., F.R.C.S. 

Professor of Surgery, University of London; Director of the 

8 cal Unit, St. Mary’s Hospital, London ; sometime member 

of the Court of Examiners, R.C.S. Eng., and Examiner to the 
Universities of London, Manchester, and Cardiff 





769 + xiv Price 27s. 6d. net, plus 1s. postage 
Extensively illustrated throughout text 


The book has been completely revised to incorporate advances 

in surgery since the issue of the first edition. At the same time 

unnecessary matter has been avoided, so that the book remains 

a presentation of modern surgery of moderate size. The character 

of the book has been preserved but the additional matter makes 

it more generally useful to on a as well as undergraduate 
studen 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 








Second Edition 


BDOMINAL OPERATIONS 
By RODNEY MAINGOT, F.R.C.S. 
Surgeon, Royal Free Hospital 
2nd Edition in one volume >p. 1274 1051 Illustrations 
including 16 Colour Plates £6 6s. net 
H. K. Lewis & Co. Ltd., 136, Gower-street, W.C.1 
Second Edition Now available 


é ‘gma CARE OF TUBERCULOSIS IN THE 
HOME 


By JAMES MAXWELL, M.D., F.R.C.P. 
Physician, Royal Chest Hospital; Physician to the 
Ministry’s Mass X-ray Unit; Consulting Physician, 
Royal National Sanatorium, Bournemouth; late 

Physician, St. Bartholomew’s Hospital 
Demy 8vo 114 + xii Illustrations 7s. 6d. net, plus 4d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 
ay ¥ 

BRE, Badges IN MEDICINE 

Edited by P. O. WILLIAMS, M.A. (Cantab.), M.B., 

B.Chir., M.R.C.P. 

With contributions from 49 eminent medical authorities 
Cr. 8vo 292 pages Price 15s. net, plus 8d.’ postage 
This book outlines the particular qualities of mind, the type 


and amount of specialised training, ui b h of 
the Medical Profession. ee aa * 


*“*. . . it should be in the hands of everyone who has to advise 
medical students, and certainly should be consulted by every 
newly-qualified doctor.”—The Practitioner. 

Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 
Fifth Edition Now available 


JRINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, D.Sc., Ph.D. 
Demy 8vo 282+x 10s. 6d. net, plus 6d. postage 
With Twenty-five Exercises and Answers 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 








OUTSTANDING AMERICAN VOLUMES 








FUNDAMENTALS OF CLINICAL CANCER 

With Emphasis on Early Diagnosis and Treatment 
By LEONARD B. GOLDMAN, M.D., New York Medical College. 
221 Illustrations. 60s, 


PSYCHOLOGY OF PHYSICAL ILLNESS 


Psychiatry Applied to Medicine, Surgery and the 


Specialties 


Edited by LEOPOLD BELLAK, M.D., New York Medical College. 


37s. 6d 


THE KIDNEY 
Medical and Surgical Diseases 
By ARTHUR C. ALLEN, M.D. 1115 Illustrations. 





105s. 


CANCER CYTOLOGY OF THE UTERUS 
An Atlas of Cervical Cell Pathology 


By J. ERNEST AYRE, M.D. 362 Illustrations, many in Colour. 105s. 


PHARMACOLOGY AND THERAPEUTICS 
A Textbook for Students and Practitioners of 
Medicine 

By ARTHUR GROLLMAN, Ph.D., M.D., F.A.C.P. 104 Illustrations. 70s. 


PEPTIC ULCER 
By A. C. IVY, M.D., D.Sc., M. I. GROSSMAN, Ph.D., M.D., and 
W. H. BACHRACH, Ph.D., M.D. 137 Illustrations. 96s. 





J. & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.!I 
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Mycil ointment and powder are non-mercurial and odourless 





and may be used over long periods, if necessary, in treatment 
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Mycil ointment is formulated to ensure penetration of the 






ee : | 
{ or prophylaxis without adverse reactions. 
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active constituent, chlorphenesin, to the site of the infection. 






Mycil powder used alone prevents reinfection; and is also 





effective in the treatment of excessive perspiration. 


4 * Mycil ointment in collapsible metal 
MYCIL a 

( : Mycil powder in sprinkler tins 
2/5. 


Contains chlorphenesin Prices in Great Britain to the 
(p-chlorophenyl-a-glycerol ether) Medical Profession. 
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Demy 8vo 





252 pages 


DISABILITIES 


by 55 Patients 





The Lancet Limited, 7, Adam Street, Adelphi, London, W.C.2 


AND HOW TO LIVE WITH THEM 


The writers of these essays are practical people who have found ways of overcoming their various disabilities, 

and they have written these accounts in order to pass on to others the devices—whether in the form of a tool, 

a regimen, an outlook, or a way of life—which have helped them. Without intending it they pass on something 
else too : their good spirits—and that makes for good reading. 


Price 10s. 6d. net, plus 6d. postage 
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OXFORD 





PUBLICATIONS 


THE CLINICAL APPLICATION OF 
ANTIBIOTICS: PENICILLIN 
by M. E. FLOREY, M.D. 


‘It will be an indispensable work of reference for anyone in difficulties over the use of penicillin, or who wants to know what it may 
be expected to achieve in a given condition.’—-BRITISH MEDICAL JOURNAL. 


744 pages 222 illustrations 98 tables 84s. net 


APPLIED PHYSIOLOGY 


by SAMSON WRIGHT, M.D., F.R.C.P. 
With the collaboration of M. MAIZELS, M.D., F.R.C.P. 
and J. B. Jerson, M.A., B.Sc., D.Phil., A.R.I.C. 


‘This book will maintain its uhique position as the best book on applied physiology in the English-speaking world.’ 
—THE MEDICAL PREss, 


NINTH EDITION 1206 pages 688 illustrations 4 coloured plates 50s. net 


DISEASES OF THE NERVOUS SYSTEM 
by Sir RUSSELL BRAIN, D.M,, P.R.C.P. 


‘This book has become one of the most widely used and justly popular textbooks of neurology. The fourth edition is worthy 
of its predecessors.’—-POSTGRADUATE MEDICAL JOURNAL. 


FOURTH EDITION 1034 pages 85 illustrations 42s. net 


OXFORD UNIVERSITY PRESS 


CLINITEST for Surgery and Glinical use... . 


Since 1947, doctors and patients have found ‘CLINITEST’ (Brand) 

8 pope : sets and tablets invaluable for simple, rapid, reliable urine-sugar 
For reliability in urine-sugar tests tests. There is no external heating—‘CLINITEST’ tablets generate 
use... their own heat—and the complete test takes less than one minute. 
Because of these unique advantages, many thousands of doctors 


THE CLEAR ‘CLINITEST’ COLOUR SCALE are now using “CLINITEST” tablets for routine tests in their 


surgeries and clinics (especially Antenatal clinics) where Benedict 


THE BLACK PLASTIC CASE Solution was formerly used. 


THE BLUE-AND-WHITE REFILL BOTTLE | Prescribe ‘CLINITEST” for N.H.S. and private patients as— 
‘CLINITEST” Set and/or ‘CLINITEST”’ Tabs. 36 


Prices— Complete set, including 36 tablets ...... 10/- 
Refill bottle (36 tablets)............. 3/6 


(Less professional discount to the medical profession) 


CLINITEST 


Approved by the Medical Advisory 
Committee of the Diabetic Association. 


Supplies always available at all good-class chemists. 
Medical literature available on request to the sole 
distributors. 

Write for details of the ‘Clinitesi’ equipment and re- 
agent tablets for routine urine-sugar tests to 


DON S. MOMAND LIMITED 
S58 ALBANY STREET, N.W.1I 
Manufactured by Miles Laboratories Ltd., 


Bridgend, South Wales, under licence from 
Ames Company, Inc. 
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BISMUTH IN A NEW PERSPECTIVE 


BISMUTHO 


Trade Mark Brand 


MASSIVE DOSE THERAPY 


in the treatment of 


PEPTIC ULCER 


BISMUTHO Compound Therapy consists of : 


@ Acompound powder containing 75 grains of Bismuth Carbonate together 
with Magnesium Carbonate and Calcium Carbonate. 


@ A tablet containing Phenobarbitone and Ext. Bellad. Sicc. 


Each powder and tablet is packed in a combined unit in cartons of 30 
doses, i.e., one complete course of treatment. 


A suggested diet sheet is enclosed. 
Detailed booklet and recommended dosage available on request. 


C. Jj. HEWLETT & SON, LTD. 
35-43 CHARLOTTE ROAD, LONDON, E.C.2 


Also at 216, ORR STREET, GLASGOW, S.E. 
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Even in these enlightened days ae 


guidance in methods of Family Planning can do much to remove 
anxiety and promote a patient’s mental and physical well-being. 
In order to accommodate individual preference 
two types of contraceptive are presented. 


GYNOMIN ANTEMIN 


The scientifically balanced, antiseptic and , A recently introduced cosmetic-type cream 


deodorant contraceptive in tablet form. simple in application, possessing efficient 
The average weight of each tablet when packed , spermicidal and dispersive power. Pleasant in 
is 1.2 grams, and contains w/w. use. Reasonably priced. 

FORMULA ¢ FORMULA 

Sodium Bicarbonate B.P. . . . . . 12.7 Sodium dioctyl =a 

TRI ARIG So ic tna eexd.o--o « Ahi © suecmate . +: eed 0.25 
Sodium p-toluensulphon- Ricinoleic Acid BP. ae ee ee 1.00 
CUeaene alee. eee ot C1 oy Boe Aad BP... -. er 1.00 
Perfume q.s. Trioxymethylene BPC... ote 0 es eaele 
AR i ety wg 4 Ree, Se eee i set, se 


Both these products are approved by the Family Planning Association who advise that, 
for maximum safety, any chemical contraceptive should be used in conjunction with a 
mechanical barrier. 


Medical literature and samples on request 


COATES & COOPER LTD 


PYRAMID WORKS . WEST DRAYTON . MIDDLESEX 


. 
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Assisting THE MOVEMENT 


In cases where colonic stimulation is indicated, 
*PETROLAGAR’ assists the movement surely but 
subtly. By supplying an unabsorbable emulsion 
that augments the intestinal fluid content, it 
provides a soft ductile fecal mass that promotes 
a comfortable, natural bowel action, and 
encourages the return of normal habit. Agreeable 
to take, ‘ PETROLAGAR’ is issued in two 


varieties: Plain and with Phenolphthalein. 





*‘PETROLAGAR’ 


Trade Mark 
Sime OU TS TON 














four-way 


eal 


Myciguent, incorporating neomycin sulphate 
as its active principle, is a new, wide-range 
topical antibiotic for use against skin 


In topical tisfectione. 


therapy 





1. Neomycin is highly effective against both Gram- 
negative and Gram-positive organisms. 

2. The incidence of sensitization (allergic) reactions 
to neomycin is extremely low. 

3. Absorption of neomycin is negligible, substantially 
eliminating systemic toxic side effects. 

4. Neomycin retains antibacterial potency in the 
presence of exudates and products of bacterial 


Miyciguent £0) 


For therapy of mixed or specific cutaneous infections. 


Myciguent Ointment contains neomycin sulphate 5 mg.per Gm. in 1 0z.tubes. 


Myciguent is also available as Ophthalmic Ointment. 


UPJOHN OF ENGLAND LTD. 


FINE PHARMACEUTICALS SINCE 1886 
* Trade Mark 


4 ALDFORD STREET, PARK LAWE, LONDON, W.1 





GROSVENOR 5561 
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The manufacturers of 


DET POL, smi 


the following facts to your attention 


Wide mention in medical literature has made Dettol a 
text-book antiseptic. Wide clinical use has attested the 
efficiency of Dettol in literally millions of cases which 
range from minor accident to major operation. 


EFFICIENCY Under standard conditions of test a dilution 
Dettol is an efficient antiseptic which, of 1 in 200 kills Staph. aureus in 10 min- 
moreover, retains a high degree of efficiency utes; a I in §00 dilution kills Strept. 
in the presence of organic matter. pyogenes in 10 minutes, 

anaemic COMPATIBILITY 


Dettol is well tolerated on the skin and 
tissues in high concentrations. Moreover, 
its non-toxicity offers a high degree of 
safety to doctor, nurse and patient. 


Dettol is not incompatible with soap, traces 
of which need not be removed before 
application. 


PLEASANTNESS 
Dettol is non-poisonous, safe, pleasant and 


STRENGTH 
The fact that Dettol is well tolerated by 


; ae economical in use. It has an agreeable 
the tissues permits dilutions to be recom- 


mended for clinical purposes which provide — 
a margin of safety even when a reasonable 
amount of organic material is present. pATA 

Bacteriological data and the literature of 
ACTIVITY Dettol are available on request. Dettol is 
Dettol is active against both Gram-positive packed in 2 and § gallon, Purchase Tax 


and Gram-negative micro-organisms. free Dispensing containers. 
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FOR THE PROMOTION OF SPEEDY HEALING... 


Chloresium 


BRAND OF WATER-SOLUBLE CHLOROPHYLL DERIVATIVES 


OINTMENT AND SOLUTION 


%& Backed by years of research and a decade of clinical experience. 


%& We are proud to announce that these valuable wound healing 


agents are now in production here. 


% The reputation of Chloresium in the U.S.A. and its acceptance 
by the Council on Pharmacy and Chemistry of the American 
Medical Association are based upon the remarkable results 
achieved ovet many years in the healing of long standing and 


severe cases of leg ulcers, chronic osteomyelitis, wounds, burns 


and dermatoses. 








|| |||, / Chloresium Ointmenté Sl ail 
4 l-oz. and 4-oz. tubes 
and 1-lb. jars. LIMITED 





RYSTAN LTD., 49 KINGSTON ROAD, LEATHERHEAD, SURREY 
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Chloresium THERAPY PROVIDES THESE ADVANTAGES... 


Chloresium promotes the growth of healthy granulation tissue. 
Helps produce a clean, granulating wound base. 

Provides relief from itching and local irritation. 

Reduces scar tissue formation. 


Is non-toxic, bland and soothing. 


NSP WD 


Deodorises malodorous lesions. 


COMPOSITION OF CHLORESIUM 


Chloresium OINTMENT 


contains highly-concentrated, purified water-soluble derivatives of chlorophyll ‘a’ 
(Cs; Hzz Os Ng Mg) in a special water-soluble base that assures prolonged contact 


with the lesion. 


Chloresium SOLUTION ; 


provides the same active chlorophyll derivatives in isotonic saline solution. Both 
ointment and solution are compatible with antibiotics and other medicaments normally 


employed. Both have low-surface tension to increase penetrability. 


COMPLIMENTARY CLINICAL SAMPLES AND LITERATURE ON REQUEST... 
We invite you to try Chloresium on your most resistant ulceration case or slow healing wound. 


Chloresium is available on prescription. 





2-oz. and 10-oz. 


LIMITED bottles, 








RYSTAN LTD., 49 KINGSTON ROAD, LEATHERHEAD, SURREY 
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A new and logical therapy 
for Rheumatic conditions 


































Water-soluble esters of salicylic, 
\ p-aminobenzoic and nicotinic acids, 
that readily pass the skin barrier 


The local treatment of rheumatic 
conditions has hitherto presented cer- 
tain difficulties ; drugs which penetrated 
the skin often caused intense irritation 
and their use was of doubtful value. 

Transvasin, a new preparation de- 
veloped by Hamol, s.a., our Swiss 
associates, and now available for pre- 
scription in thiscountry, contains esters 
of salicylic, p-aminobenzoic and 
nicotinic acid. These esters, being both 
water- and fat-soluble, readily pass the 
skin barrier in therapeutic quantities 
without causing irritation, and enable 
an adequate concentration of the drugs 
to be built up where they are needed. 
Transvasin not only induces vasodila- 
tion of the skin with a superficial ery- 
—* thema but also brings about a deep 

. _\hyperaemia of the underlying tissues. 


Salicylic acid tetrahydro- 
furfuryl-ester 14% 
Nicotinic acid ethyl-ester ry A 
Nicotinic acid n-hexyl-ester s% 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad 100% 








Transvasin is available in 1 oz. tubes at 
M, . 4/-, which are obtainable on form E.C.10, 
enact and is not advertised to the public. 


LLOYD-HAMOL LTD., 3 ST. JAMES’S SQUARE, LONDON, S.W.1. 
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...simplifies the treatment 


op HYPERTENSION 


When side-effects prevent satisfactory adjustment of dosage of 
Veriloid given alone, Veriloid-VP usually makes possible continuation 
of therapy. This combination in one tablet of Veriloid, 2 mg., with 
phenobarbitone, B.P., 15 mg., is of value in all forms of hypertension. 
NOTE Arterial pressure is reduced by the specific hypotensive effect of the 
Veriloid, plain, continues to Veratrum alkaloids; phenobarbitone given concurrently effectively 
be available in scored tablets raises the limit of tolerance to Veriloid, and reduces emotional tension. 
of 1 mg. and 2 mg. A distinct, There is marked relief of subjective symptoms. 
bishegicalty essayed Section The initial dose of Veriloid-VP (subsequently adjusted according to 
of Veratrum viride, Veriloid mys p : + 
hes given cutstanding vereks clinical response) is one to one and one-half tablets four times daily, 
It produces a_ significant _ Veriloid-VP is available in bottles of 100 and 500 tablets. 
reduction in arterial pressure 
without compromise of the 
postural reflexes necessary for Detailed information sent on request. 


normal living. Reference : Lancet, 261 : 1002 (Dec.) 1951 







“VERILOID” IS A TRADE MARK OF 
RIKER LABORATORIES LTD. 


29, KIRKEWHITE STREET, NOTTINGHAM 
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500,000 UNITS 


OR 
200,000 
UNITS 


‘PENAVLOW?’ brand 


IPIEINUCGUOLILIDN Gr 


oral tablets 


Wherever it is desirable to give penicillin orally, 
always specify ‘Penavlon’ brand Penicillin G Oral 
Tablets. 


Available in two strengths: 200,000 and 500,000 
units, tubes of 10 and bottles of 100 tablets. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
A subsidiary company of Imperial Chemical Industries Limited WILMSLOW, MANCHESTER 


Ph.321/2 
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FOR ORAL ANTICOAGULANT THERAPY 


DINDEVAN 


EVANS 


Ar the recent British Medical Association Conference 





at Cardiff mention was made of phenylindanedione 
(DINDEVAN) in a number of papers. The reports were, 
without exception, favourable and substantiate the 
claims made that with Dindevan a stable prothrombin 
time level can be readily maintained. (Vide Brit.med.J. 
and Lancet July 25, 1953) 
PRESENTATION: 
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Containers of 25, 100 and 1,000 
tablets 
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PRACTICAL PENICILLIN 








Despite the widespread and sometimes successful search for new 
antibiotics, it is a remarkable fact that penicillin, the least costly 


of them all, remains the most therapeutically useful. 


* Distaquaine’ brand procaine penicillin products, for aqueous 
suspension and for administration in repository doses, are a most 


convenient way to give penicillin. 


A daily dose of * Distaquaine’ G, 300,000 i.u. costs 1s. 2d.* A 
single massive dose of 5 c.c. * Distaquaine’ Suspension, recom- 
mended in the Lancett as adequate for four days in the treatment 
of minor surgical infections, costs even less—\s. Od. per day.* 
Doctors will be guided in their dosage by their own experience, 


but the above are average doses and do indicate that 


* Price to pharmacists in Great Britain 
t Jan. 24, 1953, pp. 168 et seq. 


Distributed by: 

Allen & Hanburys Ltd., British Drug Houses Ltd., 
Burroughs Wellcome & Co., Evans Medical Supplies Ltd., 
Imperial Chemical (Pharmaceuticals) Ltd., 


Pharmaceutical Specialities (May & Baker) Ltd. 





Manufactured by : 


THE DISTILLERS COMPANY (BIOCHEMICALS) LTD. Speke Liverpool 
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Time is a gentle deity . . . but how cruel 
it can be to woman in her middle years 


To the woman at the menopause, a glance in the 
mirror reveals so much more than a reflection of her 
face. Apprehension, flushing, irritability and depression 
confront her and the calm philosophy that has stood 
her in good stead through the years no longer mellows 
her reflection. 


Euvalerol M, the ideal sedative in menopausal 
conditions, alleviates nervous phenomena and 
vasomotor disturbances and restores the emotional 
outlook. 


Euvalerol M contains a preparation obtained from 
valerian root from which the unpleasant odour, 
characteristic of valerian, is eliminated. To each fluid 
drachm (4 c.c.) of this odourless preparation of valerian 
are added }-grain (16 mg.) of phenobarbitone and 0.1 
mg. of stilboestrol. 


EUVALEROL M 


In bottles of 4 and 8 fluid ounces. 





Literature on application. 
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Dryden’s words might well describe the welcome relief from 


discomfort that ‘SURFATHESIN’ bestows on mucous 


surfaces or on injured skin. In abrasions and burns, 
as well as in irritant conditions involving the genito-urinary 


and rectal mucosa, a single application usually produces 





relief lasting for several hours. Repeated applications 
CREAM : L OT ION _. do not produce tolerance or sensitisation. 
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COMPOUND CREAM =z CU RPATHESIV = 
GF, Cyclomethycaine 
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Outward signs of nervous stress are frequently 
encountered in present-day practice, and the value of symptomatic 
treatment with a sedative dose of barbiturate is now accepted. ‘ Amytal’ and ‘ Sodium Amytal ’* 
can be relied upon to relieve nervous tension without irritability or loss of alertness. 
In nervous dyspepsia, gastric ulcer, etc., the administration of Tablets ‘ Amytal’ gr. 34 t.d.s. 
is usually satisfactory. 
In neurotics the rather deeper action of the sodium salt is generally preferred. Treatment 
with * Pulvules’ ‘Sodium Amytal’ gr. 1 t.d.s. is most beneficial in depressive and anxiety states, 
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Effective treatment of dermatophytoses requires that the fungicide 
belo VW/ be carried to the most deep-seated spores. In ‘ Tineafax' Ointment, 
the fungicides, chief of which is zinc undecylenate, are incorporated 
in a base of exceptional penetrating power. ‘ Tineafax ', a bland 
non-staining ointment, containing no mercurial compounds, does 
Sur aGe not irritate or break down the skin. It will clear most cases of 
‘athlete's foot '’, ‘* dhobie itch '’ or other types of ringworm of 


the body in 7 to 21 days. It is issued in tubes of | oz. and jars of 

attack | Ib. For prophylaxis, a companion product, ‘ Tineafax ‘ Powder, is 
available in plastic containers of 25 gm. (approx.). 

when fungus is afoot... 


‘TINEAFAX’ 


BRAND 
COMPOUND UNDECYLENATE OINTMENT AND 
UNDECYLENATE POWDER 


BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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Elastoplast Porous Adhesive 


Bandages are now prescribable 
on Form E.C.10 
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The adhesive mass of Elastoplast 
is now rendered porous 

by a special process. 

The bandage with the Porous 
Adhesive has all the 

advantages associated with 
Elastoplast—firm adhesion, 
compression and support— 
while permitting free 
evaporation of sweat. 


The price is unchanged. 


When prescribing Elastoplast, 
add “* Porous Adhesive ” 

to your script. 

Full details from 

Medical Division, 

T. J. Smith & Nephew Ltd., Hull. 


Outside the British 
Commonwealth Elastoplast is 
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THE NATURAL HISTORY OF LUPUS 


ERYTHEMATOSUS 
AND ITS MODIFICATION BY CORTISONE AND 
CORTICOTROPHIN (A.C.T.H.) 


Sir Henry CoHEN 
M.D., D.Sc., LL.D., F.R.C.P. 


Ewan F. B. CapMAan 
M.D. Washington, St. Louis, M.R.C.P., D.C.H. 


From the Department of Medicine, University of Liverpool 


ALTHOUGH Cazenave is usually credited with the 
original description of lupus erythematosus in 1851, his 
work largely derives from the observations of Biett 
whose teaching is briefly recorded under the title of 
‘‘erythéme centrifuge ’’ in the third edition of the text- 
book by Cazenave and Schedel (1838). However, lupus 
erythematosus had earlier been fairly widely recognised 
under a variety of names. 

Excellent illustrations with brief descriptions are to be 
found in the works of Rayer (1827) under the title “ flux 
sébacé ’’; of Robert Willis (1841) as “‘ hypertrophia follicu- 
lorum”’; of Erasmus Wilson (1847) as ‘‘ inflammatio follicu- 
lorum”’; and of Neligan (1855) as ‘“ stearrhaea flavescens.”’ 
Rayer (1827) first recognised the sebaceous origin of the 
scales. Erichsen (1845) described the rash by the name, 
“acne sebacea,”’ while in the same year Hebra (1845) used 
the designation, “‘seborrhcea congestiva.” Plate 18 in 
Bateman’s Delineations (1817) almost certainly represents the 
same lesion although it bears the caption ‘ ichthyosis faciei.”’ 
The name of Cazenave, however, deserves to be linked 
closely with the condition, for it was he who first used the 
term ‘‘ lupus erythematodes,”’ inappropriate though this 
name is, since the disease is not tuberculous nor is the 
rash invariably red ; but grammatically, it is preferable 
to the current variant. In 1875, Kaposi made the first 
reference to accompanying constitutional disturbances. 
The relationship of lupus erythematosus to ‘ atypical 
verrucous endocarditis’? recognised by Libman and 
Sacks in 1924, its classification as a collagen disease by 
Klemperer in 1941, the discovery of the lupus erythema- 
tosus (L.E.) cells by Hargreaves in 1948, and finally, 
treatment by corticotrophin (A.c.1T.H.) and cortisone 
since 1949 (Thorn et al. 1949), indicate the more recent 
landmarks in the history of the disease. 


Nomenclature and Classification 


The terminology and classifications used for lupus 
erythematosus have often led to confusion, particularly 
with regard to the use of the term ‘ disseminated.” 
This was originally introduced by Kaposi (Hebra and 
Kaposi 1875) to describe a widespread skin lesion of the 
chronic discoid type without any constitutional signs ; 
but since that date the term,has also been used to include 
cases with constitutional symptoms and signs, irrespective 
of the nature of the rash. It would therefore be less 
ambiguous to describe chronic discoid cases as ‘‘ localised”’ 
(confined to face and ears) or “ generalised’’ (also 
involving the trunk and limbs) and to refer to cases with 
constitutional disturbances as ‘‘ systemic.’’ The distine- 
tion between the acute and subacute systemic varieties 
is arbitrary ; it depends on the severity and duration 
of the systemic symptoms. Generally speaking, cases 
dying within three months of the onset of systemic 
symptoms may be classitied as ‘“‘acute’’; within a 
year as ‘‘subacute’’; and if surviving longer than a year 
as “‘chronic.’”’ The effect of a.c.t.H. and cortisone is to 
prolong the course of the disease, and so to convert acute 
and subacute cases into chronic. A simple classification 
which takes into account the abeve considerations is : 


1. Chronic discoid lupus erythematosus (without constitutional 
disturbance) 
(a) localised 
(6) generalised. 
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2. Systemic lupus erythematosus (with constitutional disturbances) 

(a) acute 

(b) subacute 

(c) chronic. 
Urbach has suggested a more comprehensive classifi- 
cation which includes some of the commoner features of 
the natural history of lupus erythematosus, but it is 
rather too involved for clinical use (Urbach and Thomas 
1939). 

Clinical Picture 

Little need be added to the textbook descriptions of 
the clinical features of chronic discoid lupus erythemae 
tosus except to stress its chronic somewhat intermittent 
course, its approximately equal sex-distribution, and its 
maximum age incidence from 30 to 50 years. Only about 
5% of casesshave a generalised rash (Gahan 1942). 

The systemic disease is associated with widespread 
collagen tissue damage, affecting particularly the vascular 
system and the serous and synovial membranes. The 
clinical manifestations are therefore legion and may 
include the following: malaise, fever, weight loss, 
anorexia, flitting joint pains or overt rheumatoid 
arthritis, purpura, Raynaud’s phenomenon, lympha- 
denopathy, mucous membrane lesions, retinal exudates 
or conjunctivitis, pericarditis, endocarditis, pleural 
effusion, abdominal pain, hepatosplenomegaly, jaundice, 
nephritis, central nervous system changes (convulsions 
and organic mental symptoms), and finally the skin rash. 
The rash is present only in about 60% of systemic cases 
(Griffith.and Vural 1951) and, although in general the 
rash of systemic cases tends to be more erythematous and 
pleomorphic and is less likely to be confined to the 
exposed areas of the skin than in discoid cases, if it has 
persisted for more than a few months it usually presents 
certain discoid features—atrophy, telangiectases, and 
pigmentation (Kierland 1940). Histologically also it may 
be difficult to differentiate the rashes of the discoid and 
systemic types (McCreight and Montgomery 1950). 


Laboratory investigations may reveal any of the 
following abnormalities in systemic cases: anemia, 
leucopenia, thrombocytopenia, albuminuria with red 


celis and casts, high serum-globulin (particularly the 
gamma-globulin) tand low serum-albumin levels, acceler- 
ated erythrocyte-sedimentation rate (E.S.R.), non-specific 
electro-encephalographic (E.E.G.), and electrocardiographice 
(B.c.G.) abnormalities, and the presence of the L.£. cells 
in the venous blood or the bone marrow (positive L.E. 
test). 

The diagnosis of the systemic condition rests on the 
presence of one or more of the following : 

(1) A typical clinical picture. 

(2) A positive L.E£. test. 

(3) A pathological diagnosis—including a skin biopsy. 

In the past it was widely believed that the chronic 
discoid and systemic varieties were two distinct clinical 
entities (Baehr 1947) but lately a unitary theory has 
been gaining ground (Cohen 1952). Evidence is presented 
below which supports the latter concept. The responses 
of the different types of lesion to 4.c.1.H. and cortisone 
therapy are also discussed. 

Case-reports 

This series commences with chronic discoid cases which 
show no evidence of any systemic abnormality. Then 
follow cases showing gradually increasing evidence of 
systemic involvement. 


Ohronic Discoid Lwpus Erythematosus without Laboratory 
Abnormalities 

Cases 1-6.—The clinical details and _ significant 
laboratory data are summarised in table 1. The cases 
were uncomplicated and complained only of the rash. 
Chronic Discoid with 
Laboratory Changes 

Investigations are shown in table 1. 


Iupus Erythematosus Minor 


G 
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Case 7.—This 39-year-old female developed discoid lupus 

erythematosus confined to the face 2 years ago. There is no 

sensitivity to sunlight and her general condition is good. 


Case 8.—In about 1941 when she was 28, this housewife 
noticed a red spot on the nose which over the next 3 years 
spread to involve the cheeks and backs of the fingers. The 
condition fluctuated over subsequent years, tending to be 
worse each winter or when she was worried. She had noted a 
little fatigue and slight ‘“‘ rheumatism ”’ in the last few years. 
Clinically she showed generalised chronic lupus erythematosus. 
Investigations are shown in the table. A skin biopsy was 
diagnostic (Dr. I. Muende). 


She received 1260 mg. of A.c.T.H. over a period of 3 weeks 
with no significant improvement. The laboratory tests were 
unaffected. The skin condition has recently improved with 
thorium X. 


Case 9.—A male building-worker, aged 32, was first seen in 
May, 1952. 3 years previously he had developed scaling and 
red patches on the fingers which spread later to the forearms, 
neck, and face. The typical chronic discoid rash tended to 
clear each winter and was alleviated by rest and*by avoidance 
of exposure to cold, wet, and wind. His general health was 
excellent. Bismuth injections did not help. A skin biopsy 
was consistent with the diagnosis (Dr. Muende). 

700 mg. of A.c.T.H. was given over a period of 7 days with 
no greater benefit than he previously experienced from 
hospitalisation alone. The white-cell count rose to 7000 per 
c.mm, during treatment but fell again after its cessation. 
Other tests, including a repeat skin biopsy after treatment, 
were unaffected. 


Chronic Discoid Lupus Erythematosus with a Systemic 
Exacerbation and a Spontaneous Remission but with the 
Persistence of L.E. cells 


Case 10.—A woman welfare worker was 47 when she 
developed, in 1947, chronic discoid lupus erythematosus 
affecting the face and later the hands. After 2 years she 
noted pains in the legs and localised swellings in the forearms, 
with fatigue and loss of weight. 

Examination at that time revealed ankle cedema, a mild 
arthritis, and a right pleural effusion. She ran an intermittent 
fever of up to 101-5°F. A white-cell count showed 5200 cells 
per ¢c.mm. (polymorphs 3430). Thoracentesis produced a 
yellow turbid fluid and an E.c.G. showed left ventricular pre- 
ponderance, a negative T; and a deep Qs. Urinalysis showed 
a mild albuminuria and a few red cells. She failed to improve 
with sulphonamide, streptomycin, and gold ‘therapy. During 
this time she had two major epileptic attacks, and developed 
corneal ulceration. An £E.E.G. showed diminished theta 
rhythm. The illness slowly subsided spontaneously over a 
period of about 7 months. On discharge the investigations 
were: urine, clear; hemoglobin, 10-4 g. per 100 ml.; red 
cells, 3-9 million per c.mm.; white cells, 6000 per c.mm. ; 
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E.s.R., 99 mm. in 1 hour (Westergren); £.c.c. unchanged. 
After discharge from hospital she continued to improve 
although the skin rash persisted unchanged. 

In August, 1952, she was readmitted because she still 
complained of mild rheumatism and tiredness. She was 
somewhat pale and had a more marked arthritis. Investi- 
gations were: hemoglobin, 11-7 g. per 100 ml.; red cells, 
3-9 million per c.mm.; white cells, 7000 per c.mm. (poly- 
morphs 5450); serum-proteins (Cohn), 8-0 g. per 100 ml. 
(albumin 4:1 g., globulin 3-9 g., gamma-globulin 2-8 g.) ; 
E.S.R., 51 mm. in 1 hour (Wintrobe); £.C.G. as previously. 

She was treated with oral cortisone over a period of 4 weeks, 
the initial doses being 100 mg. daily. There was no significant 
improvement in her general condition. When she was seen 
in December, 1952, examination of the venous blood revealed 
the presence of L.£. cells, the E.s.R. was 50 mm. in 1 hour 
(Wintrobe), and the serum-globulin level was 4-5 g. per 100 ml. 
with the gamma-globulin 2-1 g. She was fairly well in herself. 
An £.E.G. done in March, 1953, showed rapid alpha activity. 


Active Systemic Cases Roughly in Order of Increasing 
Severity 

Case 11.—A housewife, aged 33, was first seen in June, 1952, 
with an 8-year history of a rash on the nose. At the onset of 
this she had begun to feel run down and this malaise slowly 
increased and fluctuated over the succeeding years. Later 
she began to develop colicky abdominal pain and backache 
unrelated to the menses. In one of these attacks she had 
hematuria and pyuria.. Somewhat later a mild rheumatoid 
arthritis and lymphadenopathy were noted. Treatment with 
a variety of antibiotics and brief courses of A.c.T.H. had been 
ineffective. 

She was seen to have typical discoid lupus erythematosus 
on the nose with fingertip telangiectases. The mild rheuma- 
toid arthritis and lymphadenopathy were confirmed. She 
ran a low-grade fever of up to 100°F with a relative tachy- 
cardia. Investigation revealed: haemoglobin, 13-6 g. per 
100 ml.; white cells, 8000 per c.mm. (polymorphs 6000) ; 
E.S.R., 24 mm. in 1 hour (Wintrobe) ; serum-proteins (Cohn), 
8-0 g. per 100 ml. (albumin 4-0 g., globulin 4-0 g., gamma- 
globulin 1-9 g.); Le. cells test (Holman), negative. 

Oral cortisone was commenced in dosage of 100 mg. daily, 
and over the next few weeks a slow but definite improvement 
occurred. The fever settled in a few days. In November, 
1952, she was still taking 25-50 mg. of oral cortisone daily, 
and was feeling very well. 


Case 12.—A housewife, aged 34, was first seen in February, 
1951. Since puberty she had had an acneiform facial eruption. 
When she was 26 she developed fever and joint pains which 
persisted for 5 weeks, and in the next few years she had 
several similar attacks. In 1947, during pregnancy, she 
developed pericarditis and a left pleural effusion which slowly 
cleared. 2 years before she was seen, she developed a rash 
with a typical ‘‘ butterfly ” distribution. In the few months 


AND LABORATORY DATA 
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Fig. |—Photograph of case 13 before treatment. The dull violaceous 
rash can be seen on the forehead, round the mouth, on the neck, and 
on the backs of the hands and fingers. Some scaling was evident in 
the latter site. The patient is hollow-cheeked and pale. 


before being seen she developed marked ‘‘ rheumatism ”’ and 
lost 2 stone (12-7 kg.) in weight. 

She showed a faint “ butterfly rash” with a mild rheuma- 
toid arthritis and she ran a low-grade fever up to 99-6°F. 
Investigations were: urine, normal; hzxmoglobin, 10-6 g. 
per 100 ml.; red cells, 4-0 million per c.mm; white cells, 3000 
per c.mm. (polymorphs 1950); £.s.R., 54 mm. in | hour 
(Wintrobe) ; serum-proteins (Cohn), 9:35 g. per 100 ml. 
(albumin 3-05 g., globulin 6-3 g.). 

On treatment with 40 mg. of a.c.T.H. daily, the fever and 
symptoms subsided. After 2 weeks’ treatment she became 
paranoic and left hospital, whereupon the mental symptoms 
cleared but her other symptoms recurred. 


Case 13.—A 40-year-old housewife was first seen in April, 
1952. For 16 years she had suffered from summer prurigo 
on exposure to hot sunlight (fig. 2). During her third pregnancy 
in 1950 she had developed a mild rheumatoid arthritis which 
had persisted to date. 4 months before she was seen, she had 
developed jaundice and at the same time noted the appearance 
of a red rash on the face and the backs of her hands. Amenor- 
rheea, loss of weight, night sweats, and malaise also developed. 

She was thin and pale with a violaceous macular rash on the 
affected areas (fig. 1). In addition, the hands showed scaling 
vith follicular plugs and a few telangiectases. A mild rheuma- 
‘oid arthritis was present. Abdominal examination showed 
.epato-splenomegaly. Her temperature ranged up to 101-5°F 
vith a proportionate tachycardia. The following were the 
nvestigations: urine, normal; hemoglobin, 11-8 g. per 100 
ml. ; red cells, 3-8 million per ¢.mm.; white cells, 3500 per 
-mm. (polymorphs 2050); £.s.R., 45 mm. in 1 hour (Win- 
robe) ; serum-proteins (Cohn), 7-85 g. per 100 ml. (albumin 
8 g., globulin 5-05 g., gamma-globulin 3-95 g.); flocculation 
iver-function tests + + + +; hippuric acid excretion, 
45 g. in 1 hour (as sodium benzoate); liver biopsy, slight 
ibrosis ; skin section, typical of lupus erythematosus (fig. 3) 
Dr. Muende); urine for porphyrins, normal. 

Oral cortisone was commenced in full dosage, and within 
24 hours she had greatly improved. The hepato-splenomegaly 
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and rash completely disappeared in several weeks but another 
skin biopsy (fig. 4), although greatly improved, still showed 
diagnostic changes. 4 months later her periods recommenced. 
She was standardised on oral cortisone in doses of 50-75 mg. 
daily. A mild Cushing’s syndrome developed with a rounded 
plethoric face and a blood-pressure of 145/100, but the rash 
was still very faint (fig. 2). 

6 months after the commencement of treatment investi- 
gations showed: white cells, 6000 per c.mm. (polymorphs 
3750); E.S.R., 9 mm. in | hour (Wintrobe) ; serum-proteins 
(Cohn), 7-0 g. per 100 ml. (albumin 2-95 g., globulin 4-05 g., 
gamma-globulin 2-5 g.); venous blood negative for 1.x. cells. 
She is continuing therapy (June, 1953) and is very well apart 
from occasional joint pains, and a stiff left ankle. 

Case 14.—A 23-year-old brunette nurse was originally seen 
in April, 1952, complaining of joint pains and malaise for the 
previous year. In 1947 she developed discoid lupus erythema- 
tosus. There were no other complaints at that time. Investi- 
gations then showed: white cells, 5600 per c.mm. (poly- 
morphs 2600); E.s.R., 19 mm. in 1 hour (Wintrobe) ; urine, 
normal. She was treated with gold and bismuth injections and 
the rash later cleared tompletely. In May, 1951, she developed 
a sore throat, joint pains, left pleurisy and fever (102°-104°F) 
which continued for some months. Investigations in hospital 
at that time showed : hemoglogin, 12-6 g. per 100 ml. ; white 
cells, 5300 per c.mm. (polymorphs 3180); £.s.R., 57 mm. in | 
hour (Westergren); serum-proteins (Cohn), 8-8 g. per 100 ml. 
(albumin 6-0 g., globulin 2-8 g.). She failed to respond to 
salicylates, sulphonamides, or chloramphenicol. 

These same symptoms continued intermittently until she 
was admitted to the Royal Infirmary, Liverpool, in April, 
1952, under the care of Dr. E? Wyn Jones, who referred her to 


SS 





Fig. 2—The same patient after 3 months’ cortisone treatment. The rash 
has disappeared from the face and only traces can be seen on the neck 
and hands. The face is rounded and plethoric. On the forearms is 
seen the summer prurigo which she has had intermittently for the 
past 16 years. 


308 THE LANCET] 





ao le ae ee: ae ts 


Fig. 3—Section from the skin of the back of the hand taken at the same 
time as fig. |. The stratum corneum is thickened. The papillary 
capillaries are very dilated and gested and are surrounded by a 
dense zone of lymphocytes. The histological appearances are those 
of lupus erythematosus (Dr. 1. Muende). (Hamatoxylin and eosin. 
x 65.) 





us. She had lost 28 Ib. (12-7 kg.) in weight in the previous year 
and complained of lassitude, sweats, anorexia, joint pains, 
irregular periods, and dyspnoea on exertion. She was pale, 
thin, and toxic, weighing 100 lb. (45-5 kg.). She ran an 
irregular fever of up to 102°F with a relative tachycardia. A 
light brownish pigmentation was noted over the bridge of the 
nose together with slight atrophic changes and a few telangiec- 
tases. Slight cervical lymphadenopathy and a markedly 
enlarged right epitrdchlear lymph-node were found. A moder- 
ately severe rheumatoid arthritis, and slight splenomegaly 
were present. The following investigations were carried out : 
urine, normal; hemoglobin, 11-8 g. per 100 ml. ; white cells, 
4500 per c.mm. (polymorphs 2900) ; E.s.R., 44 mm, in | hour 
(Wintrobe) ; serum-proteins (Cohn), 8-65 g. per 100 ml. 
(albumin 2-8 g., globulin 5-85 g., gamma-globulin 2-5 g.) 
E.C.G., deep 8, and 8S, waves ; no L.E. cells seen. 

Oral cortisone in full doses was commenced on May 1, 1952, 
and within a few hours she was much improved. However, 
in spite of 100 mg. daily she worsened on May 6 and the dose 
had to be increased to 150 mg. daily before she again settled. 
Over the next few weeks the splenomegaly and lymphadeno- 
pathy slowly disappeared although occasional aches and pains 
continued. After 12 days’ treatment, tests showed: white 
cells, 11,000 per c.mm. (polymorphs 7500) ; £.s.R., 51 mm. in | 
hour (Wintrobe) ; serum-globulin, 5-35 g. per 100 ml. (gamma.- 
globulin 2-18 g.). After 5 weeks’ treatment she had developed 
a mild Cushing’s syndrome with slight plethora and a roungled 
face, but her blood-pressure was 120/90 and her blood-sugar 
normal. The cortisone was then gradually decreased, and 
by the time of her discharge in June, 1952, her weight was 
113 Ib. (51-4 kg.). 

She has continued treatment with 50-75 mg. oral cortisone 
daily, and has remained very well except for occasional joint 
stiffness. When seen in January, 1953, she weighed 124 Ib. 
(56-4 kg.), and her blood-pressure was 130/95. Investigations : 
white cells, 4000 per c.mm. (polymorphs 3300); serum- 
proteins (Cohn), 8-9 g. per 100 ml. (albumin 3-5 g., globulin 
5-4 g., gamma-globulin 1-3 g.); fasting blood-sugar, 92 mg. 
per 100 ml.; L.£. cell test, negative. 

On July 9, 1953, she was very well; her only complaints 
were pain in the right ankle and slight fatigue. She remains 
on oral cortisone, 50-70 mg. daily. 
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Case 15.—A 17-year-old schoolgirl was seen by Dr. E. Wyn 
Jones in November, 1952, and referred to us. 18 months 
previously she had developed peeling of the skin of the fingers 
which later spread to involve the toes and heels. The lesions 
occurred in crops and would heal over a period of 3-4 days. 
For several months she had noted a faint rash over the 
butterfly area of the face. A month before being seen she 
became pyrexial, felt run down, had amenorrhea, and noted 
her hair falling out. A blood-count at this time showed a red- 
cell count, 3-7 million per c.mm. ; white cells, 4000 per c.mm. 
(polymorphs 2000, lymphocytes 1800). A short while after- 
wards she developed a sore mouth. There was no history 
of any pain and her general condition had improved over the 
last 2 weeks before she was seen. 

She was found to be rather ill and toxic, with moderate 

development and nourishment. She weighed 91 Ib. (41-3 kg.). 
The temperature was 99-8°F, the blood-pressure 100/60 with 
proportionate pulse and respiratory rates. There was no 
obvious anzemia but a faint red macular facial rash was noted 
in a butterfly distribution. Peeling of the epidermis occurred 
over the fingers, toes, and heels. A small palatal ulcer was also 
seen. Apart from slight cervical lymphadenopathy, no other 
abnormalities were detected on examination. The fever 
settled in 2 days without therapy but she remained ill. Investi- 
gations showed: urine, clear; hemoglobin, 12-1 g. per 100 
ml.; red cells, 4-0 million per c.mm.; white cells, 2000 per 
e.mm. (polymorphs 975, lymphocytes 825); platelets, 
190,000 per c.mm.; E.S.R., 4 mm, in | hour (Wintrobe) ; 
serum proteins (Cohn), 6-85 g. per 100 ml. (albumin 3-9 g., 
globulin 2-95 g., gamma-globulin 2-1 g.). Venous blood : 
moderate numbers of L.£. cells; flocculation liver-function 
tests + +. Chest radiograph, blood-urea and E.C.G. were 
normal. 

On Dee. 1, 1952, treatment commenced with A.c.T.H. gel, 
40 units 12-hourly. The rash began to fade within 48 hours 
and she felt better 2 days later. The palatal lesion healed 
within a week. Slight cdema was noted after 11 days’ 
therapy (weight 107 lb.: 48-6 kg.), but this subsided when 
the a.c.T.H. gel dosage was reduced to 40 units once daily. 
After 3 weeks’ therapy she felt very well and a gradual change 
to oral cortisone was made (25 mg. t.d.s., later 12-5 mg. 
t.d.s.). By this time the face was noticeably rounded and an 
acneiform eruption was present (weight 97 lb.: 44-1 kg.). 

She left hospital on Jan. 5, 1953, and was seen in March. 
Maintenance therapy was 37:5-50 mg. oral cortisone daily. 
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Fig. 4—Section from the skin of the back of the hand taken at the same 
time as fig. 2. The histological changes are similar to those seen in 
fig. 3 but much less marked. (Haematoxylin and eosin. x 102.) 
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The hair was still thin and the rash had appeared on the 
dorsum of the left hand but otherwise she was feeling well. 
The following significant investigations were done: E.S.R., 
42 mm. in | hour (Wintrobe) ; serum-proteins (Cohn), 7:75 g. 
per 100 ml. (albumin 4-5 g., globulin 3-25 g., gamma- i 
1:3 g.); LE. cells, positive. 

She was last seen on July 20. Except for a slight rash on 
the fingers” and occasional fatigue she had kept well on oral 
cortisone, 75 to 87-5 mg. daily. 1.8. cells were still found in 
moderate numbers; £.s.R. 6 mm. in 1 hour (Wintrobe) ; 
white cells, 5000 per c.mm. (polymorphs 3650, lymphocytes 
1200) ; serum-proteins (Cohn), 8-85 g. per 100 ml. (albumin 
4-2 g., globulin 4-65 g., gamma-globulin 2-4 g.) 


Case 16.—This patient, a 16-year-old brunette, was 
perfectly well until May, 1950, when she developed a rash on 
the face in the butterfly distribution which later spread to the 
elbows. A few days later generalised joint pains commenced, 
together with substernal pain, anorexia, and fever. When seen 
by Dr. J. R. Forbes at the Wrexham Emergency Hospital in 
June, 1950, she was very ill with a hectic fever of 103°-104°F, 
a pulse-rate of 112 per min., blood-pressure 130/80, and 
amenorrhea. A harsh apical systolic murmur was heard. 
The joint pains continued, her nose bled, and her hair thinned 
with patchy alopecia, but the rash began to fade. Salicylate 
and penicillin therapy was ineffective. Investigations showed : 
urine, albuminuria and microscopic hematuria ; hemoglobin, 
13-3 g. per 100 ml.; red cells, 4-0 million per ¢.mm.; white 
= 4000 per c.mm. (polymorphs 3240, lymphocytes 1600) ; 

s.R., 52 mm. in 1 hour (Wintrobe); serum-proteins 
(Howe), 6-0 g. per 100 ml. (albumin 3-6 g., globulin 2-4 g.); 
blood-urea 60 mg. per 100 ml. ; £.c.a., T, depressed ; X-ray, 
chest clear. 

Although she was gravely ill for some time, her general 
condition gradually improved and all that remained of the 
rash was a little light-brown pigmentation. She was trans- 
ferred to the Hammersmith Hospital, London, under the care 
of Prof. J. McMichael in July, 1950. At this time the only 
additional findings were retinal exudates and cervical lymph- 
adenopathy. The blood-urea was now normal but plasma- 
protein estimation revealed a reversed albumin/globulin ratio. 
Sternal-marrow examination showed L.£. cells. During her 
stay at Hammersmith, she developed pleural and pericardial 
effusions. She was treated by 4.c.T.H., receiving 325 mg. over 
8 days with a dramatic response but she escaped from control 
temporarily when the dose was reduced to 10 mg. every other 
day. Each time 4.c.1t.H. was withheld, an exacerbation 
occurred. She left hospital in September, 1950. After this 
she received symptomatic treatment at home and slowly 
relapsed. 

In December, 1950, she was admitted to the Liverpool 
Royal Infirmary. She was running an intermittent fever 
up to 102°F, with a blood-pressure of 90/65 and a relative 
tachycardia. She was drowsy and listless with very thin 
scalp hair and evidence of a generalised arthritis. The heart 
sounds were weak but no murmur was heard. There was no 
pigmentation nor other clinical abnormality. The following 
investigations were done : urine, albuminuria and microscopic 
hematuria; haemoglobin, 7-4 g. per 100 ml.; red cells, 3-0 
million per c.mm.; white cells, 4000 per c.mm. (polymorphs 
2950) ; E.S.R., 66 mm, in 1 hour (Wintrobe) ; serum-proteins 
(Cohn), 6-6 g. per 100 ml. (albumin 1-75 g., globulin 4-85 g. 
gamma-globulin 2-5 g.); #.c.a., flat or inverted T,; chest 
radiography, cardiac enlargement and a small left pleural 
effusion. The blood-urea and serum sodium, potassium, and 
chlorides were normal. 

A.C.T.H. Was given first on Dec. 
she improved ; initially 25 mg. per day was insufficient but 
50 mg. per day seemed adequate. After 10 days’ therapy, 
however, the fever recurred, although the a.c.T.H. dosage was 
the same, and she had a “ blackout.” This was attributed to 
the disease, and the a.c.T.H, dosage was slowly increased. 
After 4 days on 100 mg. a.c.T.4. daily, fever again recurred 
and the girl became very confused. When the 4.c.T.H. was 
omitted for 2 days her mental state cleared, and the fever was 
later controlled, though somewhat more slowly than originally. 
A.C.T.H. was recommenced in smaller doses and during the 
next few months the dosage was gradually reduced. Her 
general condition improved greatly, but she still complained 
of occasional ‘‘ rheumatism.”’ In June, 1951, she developed 
herpes zoster but this did not retard the improvement, and 
the following month her menses reappeared. On discharge 
from hospital in August, 1951, she weighed 110 lb. (50 kg.). 


15 and within a few hours 
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Since then she has received a.c.T.H. gel 10 units weekly. 
She was symptom-free in November, 1952, weighed 120 lb. 
(54-5 kg.), and an L.£. cell test was negative. At the same time 
she showed hzemoglobin, 13-2. g. per 100 ml.; white cells, 
9000 per c.mm. (polymorphs 4600) ; E.s.R., 22 mm. in | hour 
(Wintrobe) ; serum-proteins (Cohn), 6-8 g. per 100 ml. (albumin 
3:4 g., globulin 3-4 g., gamma-globulin 1-3 g.); blood-sugar, 
normal. She remains very well (July, 1953). A _ recent 
E.E.G. showed slightly excessive slow low-amplitude activity, 
and radiography revealed very slight cardiac enlargement. 

Discussion 

The group of cases here described is small compared 
with similar series reported from the United States, but 
it is large compared with most previous British reports. 
All the cases have been seen within the last three years 
although in several the symptoms date from many years 
previously. The seven frank systemic cases are in 
females, the ages of onset in five of these being between 
15 and 25 years; the remaining two were 38 and 47 
years at the onset. - These facts, together with the general 
clinical features, are in accordance with previous reports. 
The incidence of the different symptoms and signs is 
shown in table 1. 


CLINICAL FEATURES 


Eye symptoms and signs are relatively uncommon in 
systemic lupus erythematosus, retinal lesions being the 
most frequent change described (Aiello 1952, Duke- 
Elder 1938). Duke-Elder states that when conjunctivitis 
TABLE II FREQUENCY OF SYMPTOMS AND SIGNS IN 7 CASES 
OF SYSTEMIC LUPUS ERYTHEMATOSUS 


Fever, weight loss, facial rash, increased serum-globulin =e 7 
*‘Rheumatism” . 6 
Telangiectasia, ly mphade nopathy, » acce le rate d ‘E .S.R., ‘ane mia, 
leucopenia sn 5 
Thinning hair, pleural effusion, amenorrhoea, rashes other than 
facial, L.E. cells positive ; 3 


Fits, organic mental 
splenomegaly, 
heematuria aie “s bs 4h ay oh by? 

Scarred fingertips, mucous-membrane lesions, retinal changes, 
heart murmurs, abdominal pain, en Raynaud’s 
phenomenon, urinary casts, azoteemia ‘ aly ot 1 


syndrome, pericardial involvement, 
irregular periods, albuminuria, microscopic 


occurs, it almost always follows a local eyelid lesion, 
whilst Gold (1951b) claims the condition to be “‘ allergic ”’ 
in type. Conjunctivitis without adjacent lid disease was 
an important feature in one of our cases (case 10), and 
this lesion has occurred in other recorded cases (Macdonald 
and Simmons 1950, Shearn and Pirofsky 1952). 

A light-brown pigmentation across the bridge of the 
nose was noted in one case (case 14) as the only evidence 
of a previously typical rash, whilst in another case there 
was a temporary pigmentation following the clearing of 
the rash after a spontaneous remission (case 16). When 
it occurs in the butterfly distribution this pigmentation 
may be of great diagnostic importance in cases without 
the typical florid rash. It has been noted previously 
(Bundick and Ellis 1951, Ferriman and Wilsdon 1950, 
Gold 1951b, Whittle 1952). Costello et al. (1950) have 
pointed out that pigmentation is most common in 
darkhaired people. 

Renal complications were rare in the present series 
10 and 16—only the latter seriously), and this 
may partly account for the absence of any fatality. 
In series with a higher percentage of serious renal involve- 
ment, the mortality has been greater, even with treat- 
ment, especially where there was much kidney damage. 
It appears that as the lesions heal, with or without 
treatment, a therapeutic paradox occurs involving the 
kidneys and leading to renal failure. The renal lesions 
as assessed by clinical and laboratory data appeared 
in both our cases to resolve completely. 

The effect of pregnancy on rheumatoid arthritis is 
generally beneficial, but pregnancy often has an adverse 
effect on systemic lupus erythematosus. Thus in case 13 
the initial symptoms of “ rheumatism ’’ occurred, and 


(cases 
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in case 12 pericarditis and pleurisy developed, during 
pregnancy. This detrimental effect of pregnancy has 
been noted by Ellis and Bereston (1952), Graffin et al. 
(1949), Guion and Adams (1943), Shearn and Pirofsky 
(1952), and Smith (1952). 


GRADATION BETWEEN CHRONIC AND ACUTE 


It is clear from our series that all grades may be seen 
between, on the one hand, the chronic discoid case with 
no evidence of constitutional disorder and, on the other 
hand, the most acute systemic varieties which may have 
no skin changes. In the past, few investigations have 
been made in uncomplicated cases of. chronic discoid 
lupus erythematosus, the assumption being that the 
lesion is confined to the skin. In the last few years, 
however, some reports have appeared in which such 
studies have been made on a small scale. In the present 
series, Out of nine typical chronic discoid cases, three 
(cases 7, 8, and 9) were found to have minor laboratory 
abnormalities (elevated serum-globulin or leucopenia) 
but in all cases the sedimentation-rates were normal and 
the L.E. cell tests negative. Two of the cases referred to 
(8 and 9) had a generalised rash. The problem arises as 
to whether these abnormalities indicate a potential 
systemic spread at a later date. There is some evidence 
that such minor changes are not uncommon in uncompli- 
cated discoid cases (Carey et al. 1950, Montgomery and 
MecCreight 1949, Walker and Benditt 1950), and specialised 
investigation has also revealed abnormalities common to 
both systemic and discoid cases. For instance, identical 
peripheral blood-flow changes and histochemical abnorma- 
lities have been noted (Huff et al. 1950, Stoughton and 
Wells 1950). Abnormal serological (‘‘ false positive ’’) 
reactions have also been observed in both types of cases 
(Costello et al. 1950). L.£. cells have never been reported 
in uncomplicated discoid cases in significant numbers 
(Smith 1952). A number of workers have suggested that 
minor abnormalities such as raised £.8.R., high serum- 
globulin, or leucopenia may well be an indication of 


impending systemic spread (Lamb et al. 1951, 
Wilson and Jordan 1950); but the evidence is incon- 
clusive since such changes may be seen in what 


appear to be typical benign cases. Until investigations 
of this kind have been made in a large number of chronic 
discoid cases and the later course followed, if necessary 
for many years, a final answer cannot be given to this 
important question. The newer evidence, however, 
makes it advisable to give a slightly more guarded 
prognosis in chronic discoid cases with minor pathological 
abnormalities. 

That typical chronic discoid cases may become systemic 
is illustrated by case 10. This woman had classical 
localised discoid lesions for 2 years before the onset of 
systemic symptoms. Many similar cases have been 
reported, but a study of these fails to reveal any features 
which would help in foretelling a systemic spread 
(Edelman 1941). Some patients have had the chronic 
skin lesion for as long as 25 years before the systemic 
disturbance (Shearn and Pirofsky 1952). The only 
precipitating factors said to produce this change are 
excessive exposure to natural or artificial sunlight 
(Ferguson 1948), and possibly previous treatment with 
the sulphonamide drugs (Gold 195la). 

Lamb et al. (1951) state that of their series of a hundred 
and twenty systemic cases only two arose from previous 
‘discoid lesions. On the other hand, a higher incidence is 
reported by Montgomery and MecCreight (1949) who 
found that about a third of seventy-four cases of systemic 
disease commenced as chronic discoid disease. A survey 
of the literature covering the first half of this century 
revealed a comparable incidence of 20-25% (Wilson and 
Jordan 1950). In discussing the change from discoid to 
systemic disease, Gold (1951b) expressed the opinion 
that about 1% of chronic cases ultimately become 
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systemic, whilst Rose and Pillsbury (1939) regard this 
transition as a ‘‘ rare occurrence.’ No accurate figure 
can be given at present ; but, as chronic discoid disease 
is far commoner than systemic disease, the incidence of 
the transition must be low. 

The reverse transformation of systemic to chronic 
discoid disease may also take place spontaneously. 
After this change, the patient may be symptom-free 
except perhaps for the rash, though laboratory signs of 
activity may be still be present. Case 10 also illustrates 
such a course, L.E. cells still being demonstrable in the 
blood. A similar case has been described by Soffer and 
Bader (1952). On the other hand, the apparent recovery 
may be more complete (Horstmann 1945). 

These spontaneous remissions are unpredictable and 
make accurate prognosis and the evaluation of any 
therapy difficult. Bundick and Ellis (1951) and Carey 
st al. (1950) report that remissions of up to 3 months 
are not uncommon, but Ragan (1952) states that of the 
fifty cases in his experience only two had remissions 
lasting over a year. Dubois et al. (1952) reported that 
about 20% of their cases were liable to spontaneous 
remissions. Rothman and Felsher (1947) record that 
“the acute attack if interrupted at all is capable of 
incomplete and short lasting remissions’’ only. Some- 
times the most acute attacks subside dramatically 
without special therapy (Lyell 1952, Tillman 1952). 
These variable and unpredictable remissions greatly 
modify the life-expectancy for patients with systemic 
disease. A commonly quoted view is that the majority 
of systemic cases are dead within 5 years; but many 
exceptions can be quoted, notably the case of Ben-Asher 
(1951) which survived for 23 years. More detailed 
life-expectancies have been given by Bundick and Ellis 
(1951) who found an average span of 4!/, years in twenty- 
six cases, with many living much longer. Dubois et al. 
(1952) found the average expectation to be 22 months, 
with 67% of cases within 7 to 60 months and 95% 
within 2 to 223 months. A slightly longer average 
expectation was found by Shearn and Pirofsky (1952)— 
namely, 6 years and 4 months, with a range of 7 weeks to 
20 years! In spite of this great variability in the natural 
history of the condition, generally speaking the more 
acute the systemic disease, the shorter is the life- 
expectancy and less likely are remissions ; but there are 
many cases which fail to follow this pattern. This means 
that the evaluation of the less efficacious forms of therapy, 
particularly those used in the past, is very difficult, but 
in spite of this there can be no doubt as to the immediate 
effectiveness of A.c.T.H. and cortisone in systemic cases. 

A final piece of evidence in favour of a unitary con- 
ception of lupus erythematosus is the fact that clinically 
the skin rashes may have very similar features. For 
instance, in case 13 the rash showed heavy scaling with 
follicular plugging, atrophy, and telangiectases—all quite 
typical of the chronic discoid type. Histologically, 
differentiation may be impossible, the actual histological 
picture depending more on the age of the lesion rather 
than its association with systemic disease (Bundick and 

Ellis 1951, McCreight and Montgomery 1950). 

Treatment with A.c.T.H. or cortisone is also consistent 
with a gradual transition in type from discoid to systemic 
disease. The least therapeutic response occurred in the 
chronic discoid cases, this change being very little more 
than that obtained by hospital care alone (cases 8 and 9) 

(Canzares 1952). Most writers agree about the lack of 
response in the chronic discoid type (Carey et al. 1950) 
but some have claimed more striking improvement 
(Costello 1952). Our case 9 did show disappearance of 
the leucopenia while on treatment. The best response 
was shown in the more acute systemic cases (cases 13, 
14, 15, and 16). Intermediate between these two grades 
of response was the mild systemic case (case 11), which 
showed a slow response over a period of several weeks 
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In such cases, therefore, treatment may have to be tried 
for several weeks before the response can be judged. 
7 


TREATMENT 


The introduction of 4.c.T.H. and cortisone therapy for 
systemic cases in 1949 was undoubtedly a landmark in 
the history of the condition. Five such cases have 
received adequate therapy in the present series (cases 11, 
13, 14, 15, and 16), the longest having had treatment for 
30 months and the shortest for 8 months. Two other 
cases were treated for very short periods only (cases 10 
and 12). Of these two, the former, which was in a natural 
remission, showed no significant change following treat- 
ment, while the latter improved considerably but 
defaulted after 2 weeks’ treatment. In all cases the 
initial treatment was with full doses of a.c.T.H. (25 mg. 
6-hourly intramuscularly), or oral cortisone (25 mg. four 
times daily). The patients also received a low-salt, 
high-potassium diet, with additional potassium chloride 
orally. The doses of A.c.T.H. or cortisone were then 
gradually reduced at intervals of 5-7 days provided good 
progress was being maintained. No attempt was made 
deliberately to produce a marked Cushing’s state. All 
except case 16 were finally maintained on oral cortisone— 
37-5 to 75 mg. daily in divided doses. The necessary 
daily dosage has been found to vary from time to time 
by as much as 25 mg. per day in any particular patient, 
depending on the general condition. The remaining 
patient (case 16) is on a weekly maintenance dose of 10 
international units of a.c.T.H. gel. All the patients are 
continuing treatment ; none has died. 

The four most active systemic cases (13, 14, 15, and 16) 
all showed dramatic response to hormone treatment, the 
patients feeling better within a few hours of its commence- 
ment. There was no obvious difference in response to 
A.C.T.H. or oral cortisone ; parenteral cortisone is said to 
produce its benefits more slowly but was not used in this 
series. The fever, anorexia, and malaise disappeared 
within a few hours, the joint pains being somewhat 
slower and the rash taking up to a week before practically 
entirely disappearing. Some mild ‘‘ rheumatism ’”’ not 
uncommonly persisted. Skin biopsies were taken from 
case 13 when first seen, and later when the rash had 
practically disappeared during therapy (figs. 3 and 4). 
The second showed considerable improvement in the 
histological picture but the section was still diagnostic 
of lupus erythematosus (Dr. Muende). Lymphadenopathy 
and splenomegaly took up to 3 weeks to disappear 
entirely. The menstrual flow returned after several weeks 
in the three cases of amenorrhea. 

Leucopenia, when present, disappeared with treatment 
but it tended to recur when the maintenance doses were 
inadequate. The rise in the white-cell count has been 
recorded by Carey et al. (1950), Dubois et al. (1952), 
Johnson and Meyer (1952), and Soffer and Bader (1952). 

Neither the sedimentation-rate nor the gamma- 
slobulin levels fell early in the course of treatment, but 
after several months they tended to approach normal 
levels. In one case the E.s.R. was normal when the 
patient was first seen but rose as treatment continued—a 
feature reported by Thorn et al. (1950). A fall in the 
E.S.R. (Carey et al. 1950) has been recorded, but others 
report that the high levels are often maintained (Dubois 
et al. 1952). The fall in the gamma-globulin is a generally 
recognised feature (Carey et al. 1950, Reiner 1950, 
Soffer and Bader 1952, Vaughan et al. 1951). There was 
no obvious relation between the gamma-globulin level in 
the untreated cases and the severity of the ‘“‘ rheuma- 
tism”’? (Tumulty and Harvey 1949) or the duration of 
the disease (Soffer and Bader 1952). 

The L.£. cell test was originally carried out by the 
Holman (1951) technique on the bone-marrow, but only 
one case gave a positive result (case 16). More recently, 
all cases have had the venous blood examined (Zimmer 
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and Hargreaves 1952), cases 15 and 10 being positive. 
Case 15 is the only one in which the L.£. cells have been 
demonstrated before and during therapy and _ their 
number has not significantly changed. Smith (1952), 
in a review of the subject of L.x. cells, states that they 
have been found in only 22% of subacute systemic cases 
and in 86% of acute cases. The absence of these cells 
does not therefore preclude the diagnosis, provided the 
other features are present and typical. Most reported 
series stress that the L.x. cells persist after therapy 
(Carey et al. 1950, Johnson and Meyer 1952, Macdonald 
and Simmons 1950, Soffer and Bader 1952); but 
occasionally, as in case 16, they do disappear after 
long-continued treatment (Dubois et al. 1952). 

Only one case in the present series showed significant 
renal involvement, and this settled completely. The 
renal changes may remit spontaneously (Dubois et al. 
1952) but there is always a danger of healing with 
ischemic fibrosis leading to renal failure and hypertension 
(Ragan 1952), and this is one of the common causes of 
death in treated cases. 

Minor electrocardiographic changes occurred in four 
cases (deep Q or S waves; flattened T waves) and in 
three cases these have persisted to a greater or lesser 


degree. The heart in case 16 remained but slightly 
enlarged. 


Electro-encephalographic studies were performed in 
three patients, one of whom (case 10) had “ fits’? while 
in a systemic phase. This record showed diminished 
theta activity, a later record being within normal limits. 
-atient 16 had a fit during a crisis while on large doses of 
A.C.T.H., but the fit was probably due to the disease : 
an E.E.G. taken over 2 years later showed only very minor 
abnormalities. The E.£.G. in case 13 was normal. It 
has been pointed out that the E.4.G. may improve with a 
natural or induced remission (Russell et al. 1951). 

A few complications of treatment have been encoun- 
tered. A state of Cushing’s syndrome was not deliberately 
aimed at in these patients, and, although several 
developed rounded plethoric features, no more serious 
signs of the syndrome were noted. An acneiform 
eruption was Seen in one case. In some previously 
reported series of patients A.c.T.H. or cortisone has been 
deliberately pushed to produce a marked Cushing’s 
syndrome (Dubois et al. 1952); possibly this explains 
why in one series of eighteen patients there were ten cases 
of congestive cardiac failure (Soffer and Bader 1952). 
Congestive failure did not occur in the present series and 
only one patient showed temporary excessive fluid 
retention, after 10 days’ therapy with A.c.T.H.; it 
disappeared with reduced dosage. A.c.17.H. is said to be 
more potent as regards mineralocorticoid activity and 
hence less suitable in patients with hypertension, renal 
damage, or a tendency to fluid retention. 
diuretics may be used to clear cdema. 

A fit occurred in case 16 early in therapy. The attack 
was not regarded as due to excessive therapy ; for it 
occurred after only 12 days’ treatment, the blood- 
pressure was normal, there was no evidence of fluid 
retention, and the bl6od chemistry was normal. The 
same patient developed a confused delirious state with 
high fever somewhat later. Increasing dosage with 
A.C.T.H. failed to control the fever, and the mental state 
became so serious that .c.T.H. was discontinued for 48 
hours ; the mental confusion cleared although the fever 
remained high. When a.c.T.H. was recommenced the 
general condition improved. It is likely that this mental 
upset was partly due to the treatment. In case 12, after 
2 weeks’ full therapy, the patient became paranoic and 
left hospital; the mental state thereupon reverted to 
normal. No cases of tuberculosis have developed during 
therapy (Harris-Jones and Pein 1952). 

The response to treatment to date may be classified 
as excellent in case 16, originally the most acutely ill 
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patient, wna as uetiatne tory in the remaining four cases. 
Two cases (14, 16) relapsed whilst under treatment and 
required increased dosage to restore control. As a 
permanent remission has yet to be procured by treatment, 
it was not felt justifiable to discontinue treatment in 
case 16 although it is realised that she is receiving 
extremely small doses. It has been suggested that 
hormonal therapy does not extend the usual life- 
expectancy in this condition (Dubois et al. 1952), but this 
remains to be demonstrated. In any event there can be 
no doubt that treatment with a.c.T.H. or cortisone is 
fully justified. Indeed we agree with F. G. Kalz of 
Montreal (1952), that the response in systemic lupus 
erythematosus is the most gratifying that we have met 
in the many conditions we have treated with these drugs. 
Very mild cases, however, should probably not be treated 
routinely, partly because spontaneous remissions appear 
to be less common in treated cases (Dubois et al. 1952) 
and partly because there may be a danger of precipitating 
systemic spread in chronic discoid cases by cortisone or 

c.7.H. (Ragan 1952). It has also been suggested that 
for similar reasons short and interrupted periods of 
treatment should be avoided (Haserick and Rogers 1952). 


Summary 

A series of sixteen cases of lupus erythematosus is 
presented. Of these, seven were frankly systemic ; three 
of the apparently benign chronic discoid cases showed 
minor laboratory abnormalities. 

The natural history of systemic lupus erythematosus 
is discussed and the close relation between this and 
chronic discoid types is demonstrated. 

Finally, the response to treatment with cortisone and 
A.c.T.H. is described and evaluated. It was found that 
the more severe the systemic features, the more dramatic 
is the immediate response and the more satisfactory is 
the long-term improvement. Of all the collagen diseases 
it is in systemic lupus erythematosus that we have 
found the most gratifying response to A.c.T.H. or cortisone. 


We are indebted to Dr. I. Muende for his expert reports on 
the skin sections and also to our clinical colleagues Dr. E. T 
Baker-Bates, Dr. E. Wyn Jones, Dr. G. Bamber, Dr. D. 
Freeman, and Dr. A. J. Robertson for their ready and varied 
assistance. 
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Hemoglobin and Red Cells 


Few studies have been made of hemoglobin levels 
and red-cell counts in the foetal blood at different stages 
of human pregnancy. Wintrobe and Shumacker (1936) 
published a small series, but in many of their subjects 
the duration of pregnancy was uncertain, and they did 
not state specifically that the pregnancies were normal. 
Their results do not show a very clear pattern but 
suggest a gradual rise in hemoglobin levels till normal 
adult values (14:8 g. per 100 ml.) are reached and 
exceeded about the 23rd week of pregnancy. The 
red-cell values are more uniform, showing a steady rise 
from the 76th to the 198th day. 

More studies have been made of cord blood in infants 
immediately after birth. The results of some of these 
are shown in table 1. In all investigations there is a 
wide scatter in both hemoglobin and red-cell counts. 
The mean hemoglobin values vary from 15-36 to 17-9 g. 
per 100 ml., with extremes of 11-86 and 22 g. per 100 ml. 
The mean red-cell count in the three series in which it 
is recorded does not vary much, but in each series there 
is a wide range of values, with extremes of 3,300,000 
and 6,000,000. No explanation has been offered for 
these wide variations in the hemoglobin and red-cell 
readings. 
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The present investigation was undertaken in an effort 
to explain these great variations, and for this purpose 
hemoglobin and red-cell findings have been correlated 
with observations on the oxygen content of the umbilical 
cord blood and with the clinical course of pregnancy. 
By this means it was hoped to identify the normal 
pattern, if such exists, and to explain deviations from 
the normal. Very detailed clinical records were available 
for all cases, which enabled us to differentiate normal 
and abnormal cases, and those in which the duration 
of pregnancy was not accurately known have been 
excluded. 

The samples for study were obtained from foetuses 
and infants delivered in Aberdeen Maternity Hospital. 
We obtained foetuses between the 10th and 22nd weeks 
where the condition for which the pregnancy was ter- 
minated was unlikely to have affected the normal 
development of the foetus; but, as expected, very few 


TABLE I HAEMOGLOBIN AND RED-CELL LEVELS IN HUMAN 
CORD BLOOD AT BIRTH 
2 eo ‘e 
Heemoglobin ( —_ hn 

No. (g. per 100 ml.) a cos nh @ 

Reference of C-T:/ 
cases _ 

Mean Range Mean 


Range 
Waugh et al. (1939). . 
De Marsh et al. (1941) 


2 15-36 11-86—18-72 Mie ue 
33 | 15-80*) 12-50-19-50* 4-51*) 3-3-5-5 
34/1 


Guest et al. (1938) .. | ! 7-90 13-22 4-80 | 3-8-6-0 
Mugrage and Andresen 
(1936) ; eae 


40 (17-14 13-20 [4:86 | 4-0-5-70 
} 


* Calculated from published data. 


normal cases were available for study between the 
22nd and 36th weeks. 

TECHNIQUES 
Haemoglobin and Red Cells 

Samples were obtained from cases at random without 
selection as to type of labour, analgesia, or method of 
delivery. 

In the viable fetus a section of the umbilical cord, 
6-10 in. long, was clamped at each end immediately 
after delivery, and from this 1 ml. of blood was with- 
drawn into a clean dry syringe and placed in a test-tube 
in which 2 drops of Wintrobe’s solution had been 
evaporated to dryness. Where the foetus was non-viable, 


TABLE Il HZ MOGLOBIN LEVELS AND OXYGEN CAPACITY IN 
CORD BLOOD OF FC@TUS IN NORMAL LATE PREGNANCY 


Hemoglobin Oxygen capacity 
Weeks of (g. per 100 ml.) (vols. %) 
pregnancy al . 
Average Range Average Range 
38 15-2 20-4 19-8—20°8 
39 16-1 21-6 19-8—23-3 
40 16-5 22-1 20-0-25-0 
41 | 17-0 22-8 19-8-25°4 
42 18-0 24-2 22-1-27-0 
43 18:8 25-2 22-5-27°5 





blood was aspirated from the umbilical vein still attached 
to the placenta and while the heart was still beating. 

Hemoglobin levels were estimated with the Medical 
Research Council grey-wedge photometer. A calibrated 
hemoglobin pipette was used, and the total accuracy 
of the equipment, as certified by the National Physical 
Laboratory, is within 3% in the range 50-150%. The 
readings were made in duplicate, and in no case was 
there a difference of more than 2%. A Neubar counting- 
chamber was used for red-cell counts. The mean of 
four counts was taken, but in every case the four counts 
were within a total range of 200,000. All blood samples 
were examined within 4 hours of withdrawal. 

Hemoglobin estimations were made in 268 foetuses, 
and red-cell counts in 214 of those. 
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Fig. |\—Hamoglobin levels in cord blood of human foetus in normal 
pregnancy. 
Oxygen 

In all cases reported here delivery was by abdominal 
hysterotomy or caesarean sectign before the onset of 
labour, except in case 23, where easy spontaneous delivery 
occurred without anesthesia. Spinal anesthesia was 
used alone in all operative deliveries, without pre- 
medication ; no oxygen was given to the mother; and 
the maternal systolic blood-pressure remained above 
110 mm. mereury at all times. 

Blood was obtained anaerobically from a segment of 
umbilical cord isolated between clamps immediately 
on extraction of the child. Samples were obtained, 
stored, and analysed for oxygen content by the methods 
described by Roughton and Scholander (1943). Duplicate 
readings were within 0°5 volume % in all cases, and samples 
were analysed within 6 hours. 


FINDINGS 
Normal Pregnancy 

Fig. 1 shows the hemoglobin levels in 145 cases in 
which there was no clinical abnormality in pregnancy 
or in labour likely to have affected the fetal blood. 
The hemoglobin level rises steadily from 9 g. per 100 ml. 
at the 10th week to 14-15 g. by the 22nd—24th week. 
From the 36th week there is a general tendency for the 
level to rise, but the results fan out so that by the 
40th week, although the mean value is 16-5 g. per 
100 ml., the range was from 15 to 18-6 g. If the 
pregnancy should be prolonged the rise is maintained 
and by the 43rd week the mean value is 18-8 g., the range, 
however, being from 16-8 g. to 20-5 g. A hemoglobin 
reading of less than 16-5 g. is rarely found after the 
4lst week. The mean values and the range of readings 
in late pregnancy are shown in table 11. 

The number of cases between 22 and 36 weeks is 
extremely small, but the level of 14 to 15 g. per 100 ml. 
holds for both ends of this period, and the few readings 
available suggest that this level is probably maintained 
throughout. 

Fig. 2 shows the red-cell counts in 120 of the 145 
normal cases. There is a wider variation in the counts 
TABLE III—RED-CELL COUNT IN CORD BLOOD OF FCTUS IN 

NORMAL LATE PREGNANCY 


Red cells (million per c.mm.) 
Weeks of 2 
pregnancy 


Average Range 
38 4-20 3:52-4:58 
39 4-10 3°71—4-57 
40) 4-35 3°74-4-94 
41 4°35 3-71-5-13 
42 4-63 4-10—5-27 
43 4-83 4°40—5-24 
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Fig. 2—Red-cell count in cord blood of human foetus 
pregnancy. 


in normal 


than in the hemoglobin readings, although the pattern 
is similar. The count rises steadily from 1,420,000 at 
10 weeks to 3,280,000 at 25 weeks. From then till 
36 weeks the results suggest a slow increase, but again 
the information available is inadequate. In the last 
4 weeks the red-cell counts spread out in the same way 
as do the hemoglobin readings, and at the 40th week 
counts range from 3,740,000 to 4,940,000, with a mean 
of 4,350,000. After the 40th week the increase continues 
(table 111). One count of 5,430,000 was recorded with a 
hemoglobin of 19-2 g. per 100 ml. in a fetus delivered 
in the 44th week. 

A study of fig. 2 suggests that even after 23 weeks 
the red-cell count keeps on increasing very slowly. 
There is an acceleration in the rate of increase from 
about the 37th week in association with the rapid rise 
in hemoglobin. 

Regression lines of hemoglobin and red-cells on weeks 
of gestation have been calculated from our normal cases 
and are superimposed on all scatter diagrams to 
demonstrate mean normal values. 


Pre-eclampsia 

Fig. 3 shows the hemoglobin readings in 53 foetuses 
where the pregnancy was complicated by pre-eclampsia. 
Most of the hemoglobin values are much higher than the 
normal readings for the same stage of pregnancy. In 
one case of severe pre-eclampsia delivered at the 29th 
week the hemoglobin reading was 18-4 g. per 100 ml., 
in contrast to the normal 14-15 g. for this stage of 
pregnancy. On the other hand, in a mild case of pre- 
eclampsia delivered at 42 weeks the hemoglobin reading 
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MENSTRUAL AGE AT DELIVERY (WEEKS) 
Fig. 4—Red-cell count in cord blood in pre-eclampsia. 


was 18-6 g., which, though higher than that of the 
severe case delivered at 29 weeks, is still within likely 
‘‘normal’’ limits for a foetus delivered at 42 weeks. 
In consideration of the significance of the hemoglobin 
level in any particular fostus the stage of pregnancy 
must be taken into account and the likely range of 
‘‘normal’’ readings considered. 

In 42 of these 53 foetuses red-cell counts were made, 
and fig. 4 shows that the counts are higher than normal 
for the stage of pregnancy reached. 

The following conclusions can be drawn about the 
influence of pre-eclampsia : 

(1) In many mild cases the hemoglobin level and red-cell 
counts appear unaffected. 

(2) In almost all severe cases the hemoglobin levels and 
red-cell counts are high and in some instances very high. 
(‘‘ Severe” cases are those in which more than 2 parts of 
albumin (Esbach scale) are present in a catheter specimen 
of urine.) 

(3) In 3 cases of fulminating pre-eclampsia delivered by 
abdominal hysterotomy between the 23rd and 25th weeks the 
hemoglobin levels and red-cell counts were within normal 
limits, suggesting that the fatal response takes some time 
to develop. 


Threatened Abortion and Placenta Previa 

14 cases were investigated where abortion had threat- 
ened early in the pregnancy. The hemoglobin levels 
and red-cell counts are shown in figs. 5 and 6. In all of 
these the readings are higher, and in some much higher, 
than normal. The findings in 7 cases where cesarean 
section was performed for placenta przevia are also shown, 
but in those the readings are along the normal curve. 
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Fig. 5—Hamoglobin levels in cord blood in cases in which abortion 
had threatened earlier in the pregnancy and in proved placenta 
previa. 
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Fetal Distress 

Feetal distress is defined clinically as a siowing of the 
fetai heart to 100 beats or less per minute, a grossly 
irregular foetal heart, or passage of meconium in pre- 
sentations other than breech. The hemoglobin levels 
in 49 and the red-cell counts in 31 such cases are shown 
in figs. 7 and 8. In all the cases in this group the 
pregnancy was clinically normal; cases with pre- 
eclampsia or previous threatened, abortion were excluded. 
Many of the readings fall within the upper limits of 
normal, but the average is well above that of ‘‘ normal ”’ 
cases in which fetal distress is absent. The large 
majority of readings are above 17:8 g. per 100 ml. 
(120%). 


Note.—The hemoglobin levels and red-cell counts in the 
foetuses from the cases of toxemia, threatened abortion, and 
foetal distress which were delivered after the 36th week of 
pregnancy have been ‘“ compared ”’ statistically with those 
of the normal cases. For each group the adjusted mean levels 
of hemoglobin and red cells, menstrual age being taken into 
account, were significantly higher than normal (P < 0-1). 


TABLE IV--OXYGEN IN BLOOD OF UMBILICAL VESSELS IN 


NORMAL PREGNANCY 


Oxygen content | Oxygen saturation 
0 


Case | Menstrual (vols. %) (% Oxygen 


_| capacity 


| 4 ee ———E -_ — 
no. | (weeks) | | (vols. %) 
| | Vein | Artery | Vein Artery 
“Se ae | 124 | 7-9 66-7 | 42-4 18-6 
2 22 | 12-7 | 3:9 =| - 68:3 21-0 18-6 
3 22 | 14:0 | 14 743 39-4 18-8 
4 22 i Sa ec ee ae 38-0 9-2 
ee pas: Glee lee SR 67-0 300 | 19-2 
6 | 30 | 13-9 71 =| «67-8 34:8 | 20-4 
ae ae | 12:3 6-0 56-5 27-2 | 21-8 
8 | 39 | 11:3 5-0 56-4 24:8 19-8 
9 40 | 12- : 57-6 27-1 22-1 
10 40 12-5 4-9 B1-3 24-0 20-4 
11 40 108 | 46 | 54-7 23-0 | 19:8 
12 40 ; 106 | 31. | SB | 158 | 20 
13 42 97 | 28 | 43-8 | 12-6 22-2 
is | 4 | oe | is | aia | fe | ase 
15 43 so oe : 23-4 
CS ee 1 78 1 DF 61 Sha 2-5 26-8 
a | 2 } 82 | 1-9 32-1 | 74 | 256 
a: #2 60 | 09 226 | 3-4 26-2 


| 
| 


Oxygen in the Umbilical Vessels 

The oxygen capacity of the blood in each case was 
calculated on the basis that 1 g. of hemoglobin when 
fully saturated combines with 1:34 c.cm. of oxygen. 
From the calculated capacity and observed content the 
oxygen saturation of each blood sample has been obtained. 

The findings in normal pregnancy before the onset 
of labour are shown in table rv and in figs. 9 and 10. 


Oxygen Capacity 

The readings shown in fig. 9 show the same pattern 
as the hemoglobin readings in the large series in fig. 1. 
At the 22nd week the capacity has not yet reached 
20 vols. %. At the 29th-30th weeks it is 19-2 and 
20-4 vols. % respectively. At the 39th and 40th weeks 
it ranges between 19-8 and 22-2 vols. % (hemoglobin 
14-8-16-6 g. per 100 ml.), and by the 42nd—43rd weeks 
from 22-2 to 26-8 vols. % (hemoglobin 16-6—20 g.). 
TABLE V-——OXYGEN IN BLOOD OF UMBILICAL VESSELS IN 

PRE-ECLAMPSIA 

















| | | 
| | Oxygen | Oxygen | 
Case | Menstrual|Severity Coens | car: ee | Oxygen 
| age of + | “iad | capacity 
no. | (weeks) | (vols. %) 
| Vein Artery; Vein Artery! 
19 | 34 | Severe| 5-6 EE [225 jis | 25-0 
20 | 35 | Severe| 483 | 1:5 | 21-4 | 69 | 22-3 
21 | 35 Severe| 68 | 2-9 | 31-4 [13-2 | 21:8 
22 | 36 Severe a6). |e 7 305°] 3. 25-0 
23 37 Moderate) 10-4 | 46 | 468 (20:8 | 22-2 
24 | 39 | Severe 80 | 1-4 | 32-5 | 55 24:8 
| | 
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Fig. 6—Red-cell count in cord blood in cases in which abortion had 
threatened earlier in the pregnancy and in proved placenta previa. 


Oxygen Content 

In the period from 20 to 22 weeks the oxygen content 
of the blood in the umbilical vein is from 12-5 to 14 vols. 
%. ‘In the 29th-30th weeks it is still about the same 
level. At the 39th—40th weeks the content has fallen 
slightly and ranges from 10-8 to 12-7 vols. %. By the 
42nd week the content has fallen steeply, ranging from 
7-8 to 9-7 vols. %, and the two readings at the 43rd 
week show a content in the vein of 6 and 8-2 vols. % 
respectively. In readings after the 22nd week the oxygen 
content in the artery shows a constant correlation with 
that in the vein. The arteriovenous difference is between 
6-2 and 7-5 vols. %; and as the content in the vein 
falls the arterial content also falls until, in the 42nd or 
43rd week, the blood returning from the foetus has been 
deprived of nearly all its oxygen. 


Percentage Saturation 
At the 22nd week the blood of the umbilical vein is 
75% saturated, with oxygen; at the 30th week 70%, 
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Fig. 7—Hamoglobin levels in cord blood in cases where foetus_showed 
clinical evidence of distress. 


and at the 39th-40th weeks a little less than 60%. 
After this time the fall in saturation is very rapid, and 
by the 43rd week the saturation may be less than 30%. 
This rapid fall is due to the combined effect of a moderate 
decrease in the oxygen content and a big rise in the 
capacity. 

The blood in the artery is about 40% saturated 
at the 22nd week, and about 25% at the 39th—40th 
weeks, but by the 43rd week the saturation may fall 
to 3%. 


/ 
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Fig. 8—Red-cell count in cord blood in cases where foetus showed 
clinical evidence of distress. 


In Pre-eclampsia 

Our findings in maternal pre-eclampsia are seen in 
table v. As seen previously in fig. 3, the oxygen capacity 
in the “ severe’’ cases is very high, and only in the 
‘ moderate ’’ case is the oxygen capacity approaching 
the upper limits of normal. In all the ‘ severe ”’ cases 
the oxygen content in the vein is very low; only 
in the ‘* moderate ’’ case is the level anywhere near what 
could be expected in a normal foetus. Except in the twe 
cases at the 37th and 39th weeks, the arteriovenous 
difference is much less than normal, suggesting that, for 
some unexplained reason, the foetus cannot make full 
use of even the diminished supply available to it. The 
saturation in all the cases is well below the normal for 
the stage of gestation. 


“ec 


ss 


Discussion 

During intra-uterine life there are two separate 
mechanisms at work if the development of the blood 
picture seen in the foetus at birth. Firstly, there is an 
increase in hemoglobin and red cells as part of the 
normal growth and maturation of the foetus. Secondly, 
an increased production of hemoglobin and red cells 
may be forced at any stage of the pregnancy by a fall 
in the oxygen-supply to the foetus, and the effect of 
this abnormal stimulation may be superimposed on the 
normal growth pattern. 
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The normal adult level of hemoglobin (14:8 g. per 
100 ml.) is reached by the 23rd—25th weeks following a 
steady rise from the 10th week. In most cases the 
hemoglobin remains at this level till the 36th week, 
and in some till the 41st week of pregnancy. The 
red-cell count increases steadily till the 23rd—25th weeks, 
when a count of about 3,000,000 corresponds to a 
hemoglobin level of 14-8 g. Unlike the hemoglobin 
level, however, the red-cell count continues to rise, and 
at the 41st week a count of about 4,000,000 corresponds 
to a hemoglobin level of 14:8 g. A study of oxygen 
content and saturation in relation to hemoglobin readings 
(table vi) shows that high oxygen levels are found 
only where the hemoglobin reading is at or about 
14:8 g¢. We believe, therefore, that the normal hemoglobin 
level in the cord blood of the human feetus at birth 
should be 14-8 g. with a red-cell count of about 4,000,000, 
since we have found these levels associated with the 
highest oxygen contents and saturations. 

In clinically normal pregnancy after the 36th week 
we have found, however, a wide scatter of readings of 
hemoglobin and red cells. Although the average reading 
does not rise very high until the 42nd or 43rd week, 
individual readings as high as 18 g. per 100 ml. may be 
seen in the 40th week. The oxygen findings in one 
such case are seen in table vi. This patient was delivered 


TABLE VI RELATION OF H/EMOGLOBIN LEVEL IN CORD BLOOD 
TO OXYGEN CONTENT AND SATURATION OF BLOOD IN 
UMBILICAL VEIN BEFORE ONSET OF LABOUR 


Hemoglobin | | Mean Mean 


| Oxygen | No. | oxygen oxygen 
nen f | of content | saturation 

ees . (vols. %)j| cases} of vein of vein 
(g. per 100 ml.) (%) | (vols. %) | %) 
~14:8 -100 6 12-5 65-4 
14-9-16°3 101-119 6 10-6 50-5 
16:4—-17°8 111-120 8 9-6 42-0 
17-9 + | 121 16 7:8 31-9 








This table is compiled from the results of 36 cases in which hemo- 
globin and oxygen estimations were made before the onset of 
labour. It therefore includes normal and abnormal pregnancies at 
all stages of gestation and is designed solely to demonstrate the 
the relation between oxygen capacity, oxygen content, and percentage 

saturation. 
by cesarean section under spinal anesthesia before the 
onset of labour, and the pregnancy was clinically normal. 
It will be seen that the oxygen capacity is very 
high and the oxygen content and saturation very low. 
We have shown that there is a fall in the oxygen 
content and saturation in the late weeks of a normal 
pregnancy, but in this case anoxia occurred sooner 
and became severe by the 40th 





















28 week. Such findings would not 
ost ® OXYGEN CAPACITY ts | have been unusual at the 43rd 

© OXYGEN CONTENT OF UMBILICAL VEIN ft week. 
24 x OXYGEN CONTENT OF UMBILICAL ARTERY ih 4 We suggest, therefore, that the 
22+ : ; H+ " 4 rise in hemoglobin levels (above 
as Y . 1 lave 1 a g. per 1m mol.) seen in 
¥ - t 1 ate pregnancy is a response of 
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S isl |} tt =. i sf supply. The rise is achieved by 
Ss . ie ; Ht an increase in production of red 
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S 2b ¢ oF 1-4 of the increase is proportional 
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WS al In any given fetus the actual 
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P x the degree of intra-uterine anoxia 
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Fig. 9—Oxygen capacity and content of cord blood of human foetus in normal pregnancy. 


14:8 g. the poorer has been the 
oxygen environment. 
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whole of the latter half of 

human pregnancy, and we have 

specially considered the pattern 
in the postmature period. 

We have found it possible 

+ to duplicate our findings at 

each week of gestation; so 

| we feel that the readings shown 

by us are likely to be the 

proper levels for the stages of 

pregnancy at which 

could be obtained. In further 

support of the probable 

x accuracy of our findings there 

is the evidence of previous 


L 


samples 








20 22 24 26 28 30 32 34 36 


MENSTRUAL AGE AT DELIVERY (WEEKS ) 


Fig. 10—Percentage saturation with oxygen of cord blood of human foetus in normal pregnancy. 


All the hemoglobin readings found by us in the 
42nd and subsequent weeks were above 16-5 g. per 100 ml. 
It therefore seems that all fotuses at this stage of 
pregnancy are subjected to a poor oxygen environment, 
since a study of table v1 shows that, if the hemoglobin 
level is above 16-5 g. the oxygen saturation of the blood 
in the umbilical vein is about 40%. 

If we compare our findings in clinically normal cases 
with those quoted in table 1 we find that for all foetuses 
delivered from the 37th to 43rd weeks inclusive the 
mean hemoglobin value is 17 g. per 100 ml. and the 
mean red-cell count 4,410,000, with ranges of 14-8-20-5 g. 
and 3,520,000—5,240,000. The hemoglobin and red-cell 
values at birth in any single case depend on the duration 
of pregnancy and the degree of intra-uterine anoxia to 
which the foetus has been subjected, and we feel this 
adequately explains the scatter of readings obtained by 
us and by other workers. Only on one occasion did 
we find in the later weeks of the pregnancy a hemoglobin 
level below 14:8 g. This was in one foetus at the 36th 
week with a hemoglobin level of 13-9 g. Readings of 
or below this level are probably abnormal. 


TABLE VII-—OXYGEN IN BLOOD OF UMBILICAL VESSELS SHOWING 
HIGH CAPACITY AT 40 WEEKS 











| | Oxygen content | Oxygen saturation | 
Case | Menstrual] (vols. %) (%) | Oxygen 
no. | age CRONE IG TE LTO, COI POEM 
* | (weeks) | | | (vols. %) 
Vein | Artery | Vein | Artery | 
2% | 40 | 68 | 18 311 | 60 | 250 


| 





Three workers previously have examined the oxygen 
levels in foetal umbilical vessels at cesarean section with 
local or spinal anesthesia before the onset of labour. 
Haselhorst and Stromberger (1930, 1931) found the 
oxygen content of the umbilical vein to vary from 
2-5 to 13 vols. % in 12 cases, and that of the artery 
to vary from 0-22 to 3-31 vols. %. The oxygen saturation 
of the blood in the vein in the last 4 cases (1931) was 
41-62%. Eastman (1930) examined one case and found 
a venous oxygen content of 13-3 vols. %, and an arterial 
of 6-4 vols. %, with a saturation of the blood in the 
vein of 64%. Dieckmann and Kramer (1944) found a 
venous oxygen content of 6-13, 6-8, and 12-79 vols. %, 
with saturations of 31%, 37%, and 64% in 3 cases. 
The highest levels of content and saturation found by 
these workers are in the same range as the readings 
shown by us to be characteristic of the 39th—40th weeks 
of gestation in normal pregnancy. 

In addition to the study of the readings at term we 
have, however, attempted to show the levels of oxygen 
content and. saturation to be expected throughout the 


1 experiments on animals. Bar- 
Pe ee Tee ee croft et al. (1934) found a 
38 40 42 44 similar pattern in the goat 


foetus and confirmed the picture 
in a series of experiments in 
the sheep (1940). Barcroft and 
Young (1945), in a study of the postmature rabbit, 
demonstrated that the oxygen saturation of the blood 
in the cerebral sinuses of the foetus fell progressively 
with increasing postmaturity until the level was too 
low to support life, and that the oxygen capacity of 
the blood of the foetus rose correspondingly in the same 
period. 

The abnormally high hemoglobin and red-cell levels 
seen in pre-eclampsia are associated also with a low 
oxygen content in the umbilical vessels, and suggest 
that one of the effects of this condition is to interfere 
with the oxygen-supply to the fetus. 


In some cases a well-oxygenated foetus will show 
‘‘ distress’’ if there is sudden and severe interference 
with its oxygen-supply, as would occur with acute 
maternal anoxia, prolapse of the umbilical cord, &c. 
The hemoglobin level in the blood of this foetus would 
be about 14-8 g. per 100 ml., because in acute anoxia 
the hemoglobin level of the foetus does not rise. Experi- 
mental evidence in the human is lacking, but Snyder 
(1949) demon&trated that the oxygen capacity of the 
fetal rabbit did not alter when the maternal rabbit 
breathed 4% oxygen instead of air. Snyder (1944) has 
shown, in the newborn rabbit, that acute anoxia severe 
enough to cause death had no effect on the hemoglobin 
reading. 

We found, however, that the hemoglobin levels in 
cases showing fetal distress were usually very high. 
This suggests two important clinical points. Firstly, 
that it is uncommon for the well-oxygenated foetus 
(with a low hemoglobin level) to show “ distress ’”’ 
except in the circumstances detailed above, and that the 
well-oxygenated foetus can usually stand the stress of a 
long and difficult labour. Secondly, that where a fetus 
does show “‘ distress’’ it has probably suffered from a 
degree of oxygen lack for some time before labour 
started (so forcing a high hemoglobin level), and that 
the stress of labour has only been a final factor in the 
production of the distress. This would explain the 
occurrence of ‘‘ distress’’ during a normal easy labour. 
It would be expected that the incidence of foetal distress 
would continue to increase the further pregnancy was 
prolonged after the 39th—40th weeks, because the foetus 
facing labour with less and less available oxygen would 
be more liable to severe or fatal anoxia. McKiddie 
(1949) and Walker (1953) have shown that this is true. 

Our findings in threatened abortion seem to show 
that some disturbance associated with the bleeding 
persisted in its effect and interfered with the oxygen- 
supply to the foetus for the rest of the pregnancy. By 
contrast, in the few cases of nlacenta previa examined 
the hemoglobin levels were normal, possibly because 
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the bleeding was due to mechanical separation of a 
small piece of placenta and unlikely to affect placental 
function as a whole. 

In the infant delivered prematurely the best examples 
of intra-uterine anoxia may be seen. Normally in the 
25th-35th weeks the foetus in utero has an excellent 
oxygen-supply : from the placenta it is receiving blood 
at least 70% saturated with oxygen. The hemoglobin 
level in the foetus is at or about 14-8 g. per 100 ml. 
In a few cases infants may be delivered in this period 
with high oxygen contents and low hemoglobin levels. 
Usually, however, premature aalivery has followed 
clinically abnormal pregnancy—e.g., pre-eclampsia, and 
previous threatened abortion— ea infant has been 
subjected to serious intra-uterine anoxia, and its hemo- 
globin and red-cell levels may be much higher than 
those of infants born at later periods of gestation (see 
figs. 1-6). Even where no abnormality can be recognised 
clinically during the pregnancy we may find high 
hemoglobin levels in association with an infarcted or 
small placenta. In such cases failure of oxygen-supply 
is part of the pathological process which has promoted 
the premature onset of labour. 

As an alternative to the theory that the rise in 
hemoglobin level is a response to falling oxygen and 
secondary to an increased production of red cells, it 
might be suggested that the rise in the late weeks of 
pregnancy is due to a shift in fluid from the blood either 
secondary to, or independent of, oxygen lack. Without 
adequate blood-volume studies we cannot say whether 
such a shift takes place, but it would require a very great 
alteration in plasma volume to raise the hemoglobin 
level from 15 to 21 g. per 100 ml. The fact that a 
hemoglobin level higher than normal is found only in 
association with a lower than normal oxygen content is 
a strong argument against this theory. The high 
hemoglobin and red-cell levels in infants at birth cited 
by Mackay (1934) have been ascribed to a need for an 
extra store of iron in the postnatal period, the inference 
being that, were the hemoglobin level not high at birth, 
the foetus might later be short of iron. There is, however, 
no evidence that the foetus with a high hemoglobin 
level at birth has a higher amount of available iron 
than has the foetus which has at birth a hemoglobin 
level within normal adult limits. The latter may have 
excellent stores of liver iron, whereas the former has 
depleted such stores to increase its circulating hemo- 
globin. If it is correct that a foetus born with a hemo- 
globin level higher than normal was deficient of oxygen 
in utero, it is difficult to believe that such a mechanism 
is an essential part of normal prenatal physiology. We 
doubt whether a fit healthy normal child with a hxemo- 
globin level of 14-8 g. per 100 ml. at birth has a greater 
chance of anemia at 4-6 months of life than has an 
anoxic child born of a mother with severe pre-eclampsia, 
where the infant begins life with a hemoglobin level of 
21 g. per 100 ml. and a blood oxygen saturation of 30% 
It is true that the iron that the latter child has put into 
the formation of extra blood is not lost but is conserved 
when hemolysis takes place, but there is no evidence 
to suggest that a high hemoglobin level at birth is other 
than an emergency measure to maintain the life of the 
foetus under poor conditions of oxygen-supply. 


CLINICAL IMPLICATIONS 


The picture of hemoglobin and oxygen levels suggests 
that the risk of anoxia leading to stillbirth or to fetal 
distress in labour will be much greater in pregnancies 
complicated by threatened abortion, pre-eclampsia, or 
postmaturity. If, in such cases, there is in addition 
prolonged labour, inhalation anesthesia, or instrumental 
delivery, the risk of damage to the foetus is greater 
still. The primary cause of many cases of spastic 
diplegia and mental retardation formerly attributed to 
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birth. injury may be a weniod of severe inten. uterine 
anoxia preceding the onset of labour. The labour itself 
may put no undue strain on the fetus. 


Summary 


The normal development of hemoglobin and red cells 
in the human foetus has been studied, and it has been 
shown that in the cord blood of the human fetus at 
term the hemoglobin level is 14-8 g. per 100 ml. and the 
red-cell count about 4,000,000, unless excess production 
of cells has been stimulated by oxygen-lack. 

The oxygen content and oxygen saturation of the 
blood in the umbilical cord of the normal human fetus 
have been studied throughout the latter half of preg- 
nancy. There is usually a gradual fall in the oxygen 
content and oxygen saturation as term approaches, and 
in association with this fall there is a rise in hemoglobin 
and red-cell levels. The rise in production of hemoglobin 
and red cells is proportional to the fall in oxygen-supply. 

If the duration of pregnancy exceeds 41 weeks, the 
fall in oxygen content and the rise in hemoglobin and 
red-cell levels are substantial. 

In pre-eclampsia and some other pathological con- 
ditions of pregnancy a low oxygen content in the blood 
of the umbilical vessels is associated with an abnormal 
increase in hemoglobin and red cells. 

The clinical significance of the findings is discussed 
briefly. 

We are greatly indebted to Prof. Dugald Baird for encourage- 
ment and guidance throughout this work and for his helpful 
criticism in the compilation of this paper. We wish to thank 
Dr. Isabella Leitch for her interest and her advice on presen- 
tation of our findings; and Mr, F. H. C. Marriott and Miss 
Ethel Duncan for statistical analysis. 
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«cc 


. The world is now dominated by the spoken word. To 
this four teclinical inventions have contributed during a 
period of some eighty years: telephone, gramophone, radio, 
and sound film. The consequent changes in human affairs 
are likely to be at least as great as those that followed the 
invention of printing. But .. . the printed word entered a 
world of non-readers. The speech machines come to a world 
of speakers. There can be no increase in the proportion of 
speakers in the way that the popularisation of the Press and 
the library have increased the proportion of readers. What 
the new techniques of speech are doing is this: they are 
giving the speaker a wider field of communication. The 
audience is larger, and the range of activities mediated by 
speech is wider. The radio—to say nothing of the cinema 
and television—is embracing a wider and wider range of 
knowledge, opinion, and art. This means that an immeasur- 
ably greater range of experience and interest is being brought 
within the reach of every member of a modern society.”— 

M. M. Lewis, PH.D., The Importance of Illiteracy. 


Londin, 
1953; p. 129. 
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RESULTS OF THORACOPLASTY 
FOLLOW-UP OF 583 PATIENTS 


RoseErt Larrp 
Ch.M. Glasg., F.R.C.S.E. 


THORACIC SURGEON, CLARE HALL HOSPITAL, 
SOUTH MIMMS, HERTS 


For years thoracoplasty has been the standard opera- 
tion in the treatment of pulmonary tuberculosis. More 
recently other surgical procedures, such as resection and 
plombage with plastic materials, have become popular, 
and this is an appropriate time to consider the results of 
thoracoplasty. Accordingly, all the thoracoplasty opera- 
tions performed as therapy for tuberculosis of the lung 
at Clare Hall Hospital in 1944-50 have been reviewed 
and the patients followed up. Patients operated on 
to close empyemata or obliterate pleural spaces following 
resection have not been included. The number of 
patients is 583, and the follow-up period ranges from 
two to eight years. 

Most of the operations were done in the pre-resection 
period ; some of the patients (especially those with 
endobronchitic disease and thick-wall cavities) had 
thoracoplasty done, in the hope of giving them some 
benefit, who would now have a lobectomy or some other 
form of resection. The results, therefore, may not be 
so good as in a similar series done later or where such 
cases were excluded in a more critical selection of patients 
for operation. 

Every effort has been made to obtain recent information 
about the well-being of the patients. Chest clinics have 
been contacted, and in some cases visited. A few 
patients who have ceased to attend the clinic were sent 
a questionnaire. Asa result of much help from physicians 
to these clinics, information is available about most of 
the patients. The number not traced is 18, being 3% 
of the total. 

Almost all the operations were done by four surgeons 
who used much the same operative technique, there 
being slight variations in the amount of rib removed. 
Rather more divergence was found in opinion on the 
merits of various methods of anesthesia. 

This investigation and the follow-up have yielded 
a vast amount of information, not all of which can be 
put in a single paper. It is hoped, however, that this 
article will show the results of thoracoplasty and some 
of the more interesting and controversial aspects of this 
method of treatment. 


Method of Assessment 

Practically all the patients were accepted as suitable 
for operation after mutual discussion by the surgeon, a 
consulting physician, and the medical registrar who 
had day-to-day contact with the patient. Where possible 
the history and progress were shown, and the condition 
of the tuberculous lesion and the patient’s suitability 
for operation were discussed. The chief indication for 
operation was a persistent open cavity or active tuber- 
culosis in the upper half of one lung, the other lung 
being free from disease or containing a lesion controllable 
by pneumothorax or other treatment. 

The situation of the disease in the operated lung was as 
follows : 


Apex pe ate Mid-zone only Whole lung 
299 cases 274 cases 6 cases 4 cases * 


* These were cases of destroyed lung which would now be treated 
by pneumonectomy. 

The presence of disease in the contralateral lung 
where an intrapleural pneumothorax was impracticable 
raised many difficulties. In suitable patients an extra- 
pleural pneumothorax was induced. Where no active 
treatment was possible and a definite cavity was present 
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in the other lung thoracoplasty was not done, but some 
patients with infiltration on the opposite side and no 
definite excavation had a thoracoplasty, there being 
137 patients showing disease in the contralateral lung 
not treated by collapse therapy. 

Experience showed that it was unwise to admit patients 
directly to the surgical wards with a view to operation. 
A period of assessment in the medical wards is, in my 
opinion, invaluable. Not only can the condition of the 
patient as regards the operation be investigated, but 
also the tuberculous lesion can, with medical treatment, 
be improved. The smaller a cavity can be made before 
operation, the greater is its chance of closure by thora- 
coplasty ; and it is also important to reduce the acti- 
vity of the tuberculosis in other parts of the lung. 
Complications, too, can be treated and prevented by 
this preliminary care. 

Operation 

The operation was the usual thoracoplasty done in 
this country, the only difference being that wherever 
possible, three of the surgeons completed it in two stages. 
Through a posterior incision curving anteriorly below 
the inferior angle of the scapula, at the first stage the 
whole of the first rib, including the costal cartilage, 
was removed. All the second rib, with some of the 
costal cartilage, and most of the third rib were resected. 
These extensive anterior rib removals do increase 
deformity but were thought necessary to close apical 
cavities. During the apicolysis cavities are displaced 
anteriorly ; and, unless there is a strong natural tendency 
to closure, a limited rib resection in front may give 
an unsatisfactory result. The average length of operating 
time for a first-stage thoracoplasty with apicolysis was fifty 
minutes. For some years now the muscles of the chest 
wall have been sewn with black ‘ Nylon.’ This makes 
the second stage (performed two or three weeks later) 
easier, because this suture material is readily identified 
and the original opening in the muscle re-established, 
leading to minimal bleeding and a stronger wound 
subsequently. The upper part of the lung was 
seldom remobilised at the second stage except in a few 
patients with a large cavity which did not diminish 
after apicolysts at the first stage. 

Some patients with very large cavities had preliminary 
drainage either by a Monaldi tube or open operation. 
This was followed some weeks later by the usual posterior 
thoracoplasty without apicolysis. 

The total number of operations on the 583 patients 
was 1404: 


No. of stages No. of patients No. of operations 


1 ere 7 es 7 
2 a 349 Sa 698 
3 a 209 ? 627 
4 on 18 io 72 
Total 583 ae 1404 
Anesthesia 


The choice of anesthetic has been a source of con- 
troversy among anesthetists and thoracic surgeons. 
Some favour local anesthesia, whereas others equally 
strongly advocate that the patient should be anesthetised 
with gaseous or intravenous drugs. 

Enthusiasts for local anesthesia claim that, with a 
conscious patient able to cough, there is less risk of 
postoperative atelectasis or spread of tuberculosis. 
Such anesthesia lasts for some hours after the operation, 
and thus the patient is more comfortable on return to 
the ward. Infiltration of the tissues with an anesthetic 
containing adrenaline diminishes bleeding in the skin 
and muscle layers. Moreover the chest wall lends 
itself well to local anwsthesia by posterior intercostal 
injection. Those who use general anesthesia, on the 
other hand, point out that only a light plane of uncon- 
sciousness is required, and the patient can be awake 
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and coughing | at the end of the ‘operation. They say 
that a thoracoplasty with a conscious patient is an 
unpleasant experience unless heavy sedation is used. 

Most thoracic units use either local or general anes- 
thesia ; but at Clare Hall both methods are used fre- 
quently and it is therefore of interest to compare the 
results. 

The most common mode of anesthesia during 1944-50 
was local anesthesia for the first stage, when the apex 
of the lung is mobilised and the risk of sputum entering 
the bronchial tree is greater than at a shorter second 
stage for rib removal only, when a general anesthetic 
was given. 

The next largest group had general anesthesia for all 
stages, either because the surgeon preferred that method 
or because the patient appeared apprehensive and 
unlikely to coéperate fully. 

Lastly, some patients had local anesthesia for all the 
stages, again either because the surgeon insisted or the 
patient, having had a successful local anesthesia and 
remembering the “‘ pep talk ’’ on the value of this form 
of anesthesia before the first stage, asked for it again. 

The number of patients who underwent each type of 
anesthesia were as follows : 


2nd and sub- 


Ist stage sequent stage No. of patients 
Local General (a 261 
General General _ 213 
Local Local es 109 


The 7 patients who had a single-stage operation are 
added to the third column according to the form of 
anesthesia used at their one-stage thoracoplasty. 

It may well be that the type of anesthetic used 
influences the incidence of collapse or of postoperative 
atelectasis. Hence the frequency of such incidents in 
thoracoplasty has been investigated, with the following 
results : 


‘ tte No. of No. of cases of 
Anaesthetic patients atelectasis 
Local followed by general cs 261 oie i 17 (6-5% 
General followed by general .. 213 21 (9-8%) 
Local followed by local ee 109 8 (7-3%) 
Total .. .. 583 46 (7-9%) 


These figures suggest that general anesthesia, particu- 
larly when used for all stages, carries a greater risk of 
pulmonary collapse. Atelectasis is due either to bronchial 
secretions collecting during the operation or to pain 
limiting coughing in the early postoperative period. 
Should the collapse of the lower lobe be allowed to persist, 
the risk of spread of tuberculosis into this lobe is great. 
Early recognition of postoperative atelectasis is essential, 
and bronchoscopy should then be performed and any 
purulent or mucoid material aspirated. Of the 46 
patients who had atelectasis only 4 showed spread of the 
disease in the collapsed part of the lung. This low 
incidence is, I think, due to the patients being seen daily 
by a surgeon, which assisted early recognition of the 
complication and early action to promote re-expansion 
of the lobe. 

Another complication sometimes attributed to the 
anesthetic is postoperative spread of tuberculosis 
inthe lungs. This is a difficult matter to report, because 
it is my impression that small spreads of disease 
occasionally occur in the lung around the chief tuberculous 
focus during thoracoplasty. These in the main are not 
of great significance. I have therefore included only 
cases with definite spread of disease which was seen 
radiologically and usually produced febrile reactions. 
There were 14 such cases : 

Homolateral lung 


Contralateral lung Both lungs 


Base . 6 - 0 0 
Mid-zone .. 2 a 1 0 
Apex ; 0 . 1 0 
Whole lung... 0 Js 2 2 
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The a. of eames ol in praen cases Was a8 
follows : 


om" No. of Spread of 
Ancesthetic patients disease 
Local followed by general Py 261 . ae 4 (1-5%) 
General followed by general .. 213 + t 5 (2-3%) 
Local followed by local : 109 5 (46% 


Comment on factors contributing to the spread of the 
disease is not easy. Copious positive sputum appears 
to be the major factor, and possibly accounts for the 
higher percentage in the local-anzsthetic group, because 
many of these patients were considered potential cases 
of spread. What the surgeon wanted was a conscious 
patient who could cough, but seldom did. Actually 
5 of the 14 patients had an ounce or more of positive 
sputum. Another factor may be the degree of activity 
of the pulmonary lesion at the time of operation. 7 
of the 14 patients had erythrocyte-sedimentation rates 
of 20 mm. or more (Westergren) in the first hour. This 
then seems to be an additional factor. 

It has been interesting to follow up those patients 
with spread of disease in relation to the availability 
of streptomycin. Before this antibiotic was available, 
9 patients had spread of disease, and of these 3 are well 
and working, 1 has active disease, 1 is well after a recent 
pneumonectomy, 1 cannot be traced, 2 died eight or nine 
months after operation, and 1 died a few days after opera- 
tion. Compare these with the 5 patients who had 
streptomycin given for spread of disease and all of whom 
are now well and working. This illustrates the value of 
streptomycin to the thoracic surgeon. 

In the past year or two I have myself abandoned 
local anesthesia at any stage in favour of thiopentone 
with a relaxant, followed by nitrous oxide and oxygen. 
More recently a local anesthetic with a prolonged 
action, such as ‘ Efocaine,’ has been injected into the 
intercostal muscle close to the nerve, and it is my 
impression that the postoperative convalescence, as 
regards not only pain but also ability to cough, is 


improved. 
P Results 


The thoracic surgeon, by his collapse of the lung, 
hopes to close the cavity and sterilise the bronchial 
secretions as regards the tubercle bacillus. It is difficult 
to decide by radiography whether the cavity has closed 
after thoracoplasty ; even tomograms do not give an 
altogether accurate picture in a collapsed area of lung 
surrounded by regenerated rib. Accordingly, I have 
relied on the examination of sputum and laryngeal swabs. 

The usual length of time a patient remained in hospital 
after thoracoplasty was six months. 

Patients with no evidence of tubercle bacilli in the 
sputum or in laryngeal swabs during the last two months 
before discharge may be described as quiescent. This 
excluded patients with one or two positive cultures 
among several negatives, though in these one felt the 
prognosis was probably good : 


Number of patients - wes 583 * 
No. 
Died within six months of operation .. se és eis 12 
Died later in hospital a s me Pe 2 
Sputum or laryngeal swab positive on disc harge “oh <p 134 
Sputum or aaa swab re on ee os bas 435 
Discharged hs 569 


Inquiries were made about the 569 patients discharged 
from hospital; 18 of these could not be traced, and 
26 had died. This leaves 525 patients from whom it 
was possible to obtain information about their clinical 
condition : 


State of tuberculosis General health 


Quiescent aye 443 Good. . a 5 
Doubtful — 28 Moderate... an 32 
Active. . ~ as 54 Poor .. via <a 24 


The condition of the patients on discharge was : 


Group A: 


No. 
sputum negative for two months before discharge 435 
Group B: 


disease improved but sputum or laryngeal swab 


positive 122 
persistent active disease with definite cavitation. 12 


Group C : 
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The follow-up results of these three groups are given 
in tables 1-11. 

Table 1 shows that, for patients leaving hospital after 
a successful thoracoplasty, there is a good chance of the 
disease remaining inactive, some 5 out of 6 being well. 

Table 1 shows that, of 122 patients discharged with 
positive sputa but with the tuberculous lesion improved, 
60% are now considered quiescent. This is an impressive 
figure and means that there is a reasonable possibility 
of sputum conversion months or even years after the 
thoracoplasty. Some of these patients must have had 
small residual cavities which, with the pulmonary 
collapse and rest associated with thoracoplasty, have 
closed. 

Table m1 tells a somewhat dismal story, but there is 
one bright spot. A young woman had, in 1946, bilateral 
disease of the upper zone and mid-zone of the left lung 
and infiltration of the right lung. An 8-rib thoracoplasty 
on the left was followed by the opening of a cavity on 
the right. A right pneumothorax was induced, but the 
cavity persisted. This patient is now well, married, 
has a family, and does her own housework. 

Of the 2 other patients whose tuberculosis appears 
not to be active, one is prevented from working by 
shortness of breath and the other is a patient in a mental 
institution. It will be noted that 2 patients with active 
tuberculosis and poor health are doing light work. Of 


TABLE I-—-FOLLOW-UP RESULTS IN GROUP A 





La = 


Tuberculous lesion | 











State of ees sont 
patient | i eS 
| Quiescent | Doubtful | Active | ——— 
Good m3 ats ee ~ Sh ee eee Tae ee 
Moderate .. } 1 | 2 | 13 | 16 
Poor es ey tere. ee 11 11 
Total . . 367° = | 18 26 | 411 
Working 346 | 12 10 | 368 
Died Peracth.« Reno ye oe AA | 12 
Untraced a | -- } -- | 12 
| 





* 87%, excluding those untraced. 


the 7 patients still alive in this group 5 had their 
operations five or more years previously. 

Of the 569 patients discharged 26 (5%) have died. 
It has been possible to discover the cause of death in 
a few cases only, and it is known that not all the deaths 
were due to pulmonary tuberculosis. 1 died of car- 
cinoma of the stomach, 1 was killed in a motor 
accident, and another committed suicide. The mortality- 
rate for the whole series is 7%, there being 40 deaths 
in all. 

The follow-up shows that 453 (80%) are working 
—5 in heavy manual work, 133 in moderately heavy 
work, and 315 in light work. Though most women will 
disagree with this, housework has been placed in the 
light-work category, except where it is known, in a few 
instances, that the woman has a family of several children 
and does most of her own chores. 

Some of the patients whose tuberculosis is quiescent 
do no work. Most of these appear to be young single 
women possibly living with their parents. 

5 of the patients have subsequently had lobectomy or 
pneumonectomy under the thoracoplasty. Of these, 
1 died after pneumonectomy, and the 4 others have been 
retained in the active group. 


FIVE-YEAR FOLLOW-UP 


There were 262 patients operated on in 1944~47. 
Excluding 11 untraced, the following results in the 
remaining 251 patients were obtained : 


Alive ta is P 222 (88%) 
Quiescent .. ~ ne 181 (72%) 
Working 7 A - 185 (74% 

Died (including 6 in hospital) 29 (12%) 
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TABLE II FOLLOW-UP RESULTS IN GROUP B 


ruberculous lesion Total 


- no. of 
patients 


State of 
patient 


Quiescent | Doubtful Active 
Good a 72 8 4 84 
Moderate .. 1 1 12 14 
Poor 636 is 1 8 9 
Total .. as 73° 10 24 107 
Working .. in 69 4 9 82 
Died we ee | 9 
Untraced .. — 6 
* 63%, excluding those untraced 
CONTRALATERAL PNEUMOTHORAX 
Where disease was present in the opposite lung, 


especially when there was cavitation, a pneumothorax 
was induced whenever possible. There were 166 patients 


with a contralateral pneumothorax at the time of 
operation. The pneumothorax was kept shallow at 
operation, but in spite of this 27 patients showed 


respiratory embarrassment in the early postoperative 
period ; 2 of these patients died, 3 lost their pneumo- 
thorax, and 6 showed partial fusion of the pleural 
layers. Of the 27 patients with respiratory disability 
following operation, the follow-up of 25 shows the 
present state of pulmonary function to be good in 9, 
moderate in 13, and poor in 3. 5 patients with a contra- 
lateral pneumothorax died in hospital, and of the 161 
patients discharged 8 have subsequently died and 5 
cannot be traced. This yields a mortality-rate of 8%. 

The following figures show the present state of the 
148 such patients known to be living : 


Tuberculous lesion General health Working 
Quiescent .. 124 Good hd 129 125 (84%) 
Doubtful .. 7 Moderate .. 10 
Active es 17 Poor sie 9 


The death-rate is only slightly higher in this group, 
and the proportion of patients with quiescent disease is 
as good as in the rest of the series. Of the patients still 
alive and traced (89% of the pneumothorax cases) in 
84% the tuberculosis has become quiescent. 


Thoracoplasty in Young Women 


Certain thoracic surgeons claim that they never 
perform thoracoplasties upon young women, because of 
the bodily deformity caused thereby. It has been 
generally thought that this deformity lessens their chance 
of subsequent marriage. The matrimonial state of all 
the young women in this series between the ages of 
18 and 35 has therefore been investigated. 

The total number of women of this age was 220. 
Of these, 9 died and 4 were untraced. Of the remaining 
207, 106 (48%) were already married, and 39 (18%) 
married later. Many of the 62 who are still single are 
young and may yet marry; so perhaps thoracoplasty 
is less of a barrier to matrimony than has been thought. 


Age and Thoracoplasty 
Pulmonary tuberculosis is, in the main, a disease of 
early adult life, 70% of the patients in this series being 
aged 20-35. There were 41 patients under the age of 20, 
the youngest being 15. 


TABLE II—FOLLOW-UP RESULTS IN GROUP C 


| | 
Tuberculous lesion 


State of eee oe Ber 

patient vatienta 
Quiescent | Doubtful Active E , 
Good mi oo | 1 - 1 
Moderate .. aol 2 2 
Poor > ia - 4 4 
Total .. i 3 -_- 4 7 
Working .. ie 3 1 2 3 
Died - ats = 5 
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One of the reasons why thoracoplasty has not been 
done in younger- patients is the risk of spinal curvature. 
Of the 41 patients 3 now have severe scoliosis, and 
4 have moderate scoliosis. The rest of the series of 583 
patients contain only 5 cases of severe scoliosis ; 80 
there seems to be a greater risk of scoliosis developing 
in the young. In the whole series 90 showed moderate 
or severe scoliosis, and most of those are in poor general 
health and unable to work. 

During the past few years there has been an increase 
in the number of patients seen at 40-60. There is, 
I think, a tendency to consider these older patients as 
unfit for major collapse therapy, because of lung changes, 
emphysema, and cardiovascular disease. 

In the present series there were 52 patients aged 
40-49 and 5 aged 50-53 at operation. Of these 57 
patients 22 were women and 35 men. This ratio, it will 
be noted, is reversed in the younger ages. In the 57 
cases there were 2 early deaths, both in patients aged 45, 
one unexplained on the day following operation, and 
the other from a massive hemorrhage into the extra- 
pleural space some days after operation. There have 
been 5 deaths following discharge from hospital, giving 
an over-all mortality-rate of 12%. 

On the other side of the picture is the fact that 
11 patients are now aged 50 or more, and in 10 of these 
the tuberculosis is quiescent. In the remaining patient 
a laryngeal swab gives a positive culture, but he is in 
apparently good health and working. Of the 39 others, 
28 are free from symptoms and well; 3 are in good 
health but the condition of the tuberculous disease is 
doubtful ; and 6 have evidence of tuberculous activity 

e.g., positive sputum. 2 patients have not been traced. 
These results are not so good as in the younger patients, 
but they show that thoracoplasty in older patients is 
of definite value and the operation not too hazardous. 


Associated Non-tuberculous Lesions 

Many patients had accompanying non-tuberculous 
lesions; 

Diabetes is not infrequently associated with pulmonary 
tuberculosis. 2 patients-with this condition underwent 
thoracoplasty, and both had two-stage 1-7 rib operations. 
In one patient, who is now working, the tuberculosis is 
quiescent. The other is alive six years after the operation ; 
he rarely attends the chest clinic, and the state of the 
pulmonary lesion is doubtful. 

5 patients had persistent albuminuria and other signs of 
amyloid disease. 3 had extensive tuberculous disease and 
very large cavities treated by drainage before thoracoplasty. 
Another had widespread disease, one side being controlled 
by a pneumothorax and the other by an 8-rib thoraco- 
plasty. 1 patient died four years after the operation. 
The others are well, their tuberculosis is quiescent, and 
all 4 are working. 

Asthma presents a problem in dealing with pulmonary 
tuberculosis. There is danger in inducing pulmonary 
collapse in asthmatic patients. However, in the presence 
of tuberculosis which, it is felt, will kill the patient in 
the near future the risk has to be taken. 5 patients 
with severe attacks of asthma underwent thoracoplasty 
and 1 of them died from respiratory distress and right 
heart-failure. This patient, as well as being a chronic 
asthmatic, had a thickened pleura on the contralateral 
side, the latter condition being one which may cause 
respiratory difficulty by itself. The remaining 4 patients 
were discharged improved or with their tuberculosis 
quiescent, and the follow-up shows that 2 of them are 
well and working, 1 is quiescent but is a patient in a 
mental home, and the remaining 1 has active tuberculosis. 

Pulmonary tuberculosis among patients in mental 
hospitals is more and more receiving appropriate treat- 
ment. A problem arises when such a patient should 
have a thoracoplasty. Few, if any, mental hospitals 


are equipped for this operation. It is only where the 


ORIGINAL ARTICLES 


{[aucust 15, 1953 


patient’s mental condition improves sufficiently to enable 
them to be admitted to a thoracic surgical unit that 
operation is possible. 3 such patients underwent thoraco- 
plasty: 1 of them is well, but the other 2 were not 
traced. 

Conclusion 

Any critical examination of the results of thoracoplasty 
will be compared with those of resection. It should 
be pointed out that rather more than half the patients 
were operated on before lung resection became a reason- 
able mode of treatment. Some of the patients more 
suitable for resection in the early part of the series had 
a thoracoplasty because this was the only treatment 
possible. These cases do not seemingly affect the results. 

There is no doubt that resection is best for certain 
cases of advanced tuberculosis—e.g., destroyed lung or 
stricture of the larger bronchi. Thoracoplasty versus 
lobectomy or segmental resection in the treatment of 
upper-zone disease is a more difficult problem. Where 
there is a strictly limited lesion, especially when it is 
solid, a cavity with thick walls, or a large tension cavity 
which does not respond to preliminary treatment, then 
resection is possibly the best operation. Most of the 
other upper-lobe lesions will respond to collapse therapy, 
such as thoracoplasty, which has one great advantage 
over partial resection in that the complication of over- 
expansion of the remaining lung tissue does not arise. 
As some surgeons now perform thoracoplasty after upper 
lobectomy, a good case can be made out for thoracoplasty 
followed by upper lobectomy where an adequate result 
has not been achieved by collapse. 

The number of patients with quiescent lesions (443) 
is 78% of those discharged, which is, I think, a satis- 
factory figure in dealing with extensive and fairly 
extensive tuberculosis sufficient to warrant thoracoplasty. 
It must be said here that, during the period 1944-50, 
artificial pneumothorax was still a popular method of 
treatment at Clare Hall, and patients with less advanced 
disease usually had this treatment where possible. 

I have been particularly impressed with the results of 
treatment in patients with bilateral pulmonary tuber- 
culosis. On going through the notes and radiographs of 
these patients it was encouraging to see the effect of 
combined treatment. Rest, pneumoperitoneum, possibly 
a contralateral pneumothorax, and thoracoplasty have 
been life-saving measures in many patients. 

Thoracoplasty should be looked on as a stage in the 
treatment,’ and every effort made to improve the 
tuberculosis before operation. 


Summary 

An investigation into the results of thoracoplasty 
in the treatment of pulmonary tuberculosis at Clare Hall 
Hospital in the years 1944-50 shows that, of the 583 
patients operated on from two to eight years previously, 
525 (90%) are alive and 40 (7%) have died. 

Of the 565 patients who have been traced the disease 
is quiescent in 443 (78%) and 451 (80%) are working. 

Several interesting aspects of thoracoplasty—e.g., 
anesthesia, associated non-tuberculous conditions, and 
age in relation to thoracoplasty—are discussed. 

I would like to express my thanks to Mr. T. Holmes Sellors, 
Mr. V. C. Thompson, and Mr. T. W. A. Stephens, for per- 
mission to use their cases, and to Dr. F. A. H. Simmonds 
for much helpful advice in the preparation of this paper. 
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POLIOMYELITIS is no longer looked upon as a disease 
of the central nervous system only. It is now generally 
accepted that the myocardium may be involved, but 
the recognition of cardiac lesions is relatively recent, 
dating from the observations published by Saphir and 
Wile in 1942. Since that time several clinical and 
electrocardiographic * studies of the condition have 
appeared, most of which were well reviewed by Weinstein 
and Shelokov (1951). Our purpose here is to describe the 
electrocardiographic findings in 189 cases of polio- 
myelitis and the pathological appearances of necropsy 
material from 70 fatal cases of bulbar poliomyelitis. 


ELECTROCARDIOGRAPHY 


Using the Sanborn Viso machine, electrocardiograms 
were taken on admission, one week later, and on dis- 
charge. In most cases, the standard limb leads, the 
augmented unipolar leads, and the six conventional V 
chest leads were employed. The criteria of interpretation 
were essentially those of Katz (1946) and Sokolow and 
Friedlander (1949). In several cases, in which the illness 
was mild and the patient was discharged early only 
one or two tracings were obtained. 

In 189 cases, 412 electrocardiograms were taken, and 
61 patients (32-4%) were found to have definite 
abnormalities as follows : 


QRS (intraventricular block) .. r % ne 3 (4:9%) 
sT (depression) only be ie — ~ 7 (11-65%) 
T-wave only oe ‘ me i a .a 24 (39°-3%) 


8T-T changes... 2 


: e es a: ‘ie 24 (39-3%) 
Arrythmias (1 intermittent nodal rhythm; 1 first- . 


degree auriculoventricular;block) 33(4:9%) 
QT> hg a%e - ‘5 wa = af 1 (1:6%) 
Tachycardias (over 140 per min.) .. Ay s 5 (82%) 


The electrocardiographic changes were noted as early 
as the first day of illness, and usually during the first 
week. Lead avr disclosed the earliest and sometimes 
the only abnormality. Of the 9 patients with bulbar 
involvement 3 had abnormal electrocardiograms. 

Clinical evidence indicative of myocarditis was 
obtained in 4 cases. In 2 there was a grade-11 apical 
systolic murmur ; in 1 a grade-1 apical systolic murmur ; 
and in 1 (a child of ten years) tic-toc heart tones. 


HISTOLOGY 


Our histological observations were made on routine 
necropsy material from 70 cases of bulbar poliomyelitis. 
The mean age of the patients was twenty years; 25 of 
the 38 showing myocarditis were over the age of ten; 
and the two sexes seemed to be affected equally. 

Macroscopically there was no significant constant 
finding, petechial hemorrhages being the change most 
often encountered. The colour and consistence of the 
heart were not altered. 

On microscopy, an interstitial inflammatory reaction 
was evident in about half the cases (38). In 25 of these 
it was irregular, slight, and easily overlooked, while in 
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13 it would be assessed as moderate in relation to the 
other forms of interstitial myocarditis. In none did it 
show the severity seen, for example, in Fiedler’s isolated 
myocarditis. 

In cases with inflammation the myocardial fibres show 
variation in the intensity of staining, coupled with frag- 
mentation and separation. The larger interstitial areas about 
muscle bundles are widened and appear as a pale eosinophili 
mesh containing variable numbers of inflammatory cells. 
Most often small groups of fewer than a dozen cells are 
irregularly distributed without constant relation to the 
interstitial vessels. The predominant polymorphonuclear 
leucocytes are accompanied by both lymphocytes and 
histiocytes. Occasionally the inflammatory cells form larger 
populations that can readily be seen on low-power examination 
and in these they are seen in long anastomosing cellular 
patterns about muscle bundles (fig. 1). Interstitial oedema 
may be severe. Interstitial infiltrations within the muscle 
bundles are seen along individual fibres which now and then 
show fragmentation and necrosis (fig. 2). The changes are 
seen most often in the subendocardial areas where minor 
interstitial hemorrhages are most frequent ; but the epicardial 
tissues also commonly show a reaction with a great increase 
in monocytes immediately beneath the surface. In one case 
@ coronary vessel was surrounded by prominent inflammatory 
cells, chiefly polymorphonuclears (fig. 3). 

DISCUSSION 

The incidence of -electrocardiographic abnormalities 
in this study (32-4%) represents an approximate median 
between those reported by other workers—namely, 
Weinstein and Shelokov (1951), 30%; Gefter et al. 
(1947), 14:2% ; Manning and Yu (1950), 77%; and 
Bradford and Anderson (1950), 12:9%. The wide 
difference between some of these figures probably reflects 
differing criteria of abnormality in the electrocardiogram, 
plus the inclusion of sinus tachycardia as an abnormality 
in one paper (Manning) and not in another (Bradford). 
st depression and/or T-wave changes were seen in 90% 
of our cases showing electrocardiographic abnormalities, 
compared with 80% reported by Bradford and Anderson, 
57:-7% by Manning and Yu, and only 25% by Gefter 
et al. This difference again is probably attributable to 
varying deffnition of st and T-wave abnormality. 

In all these studies, including our own, the most 
frequent £.C.G. abnormalities were sT and T-wave 
changes. Changes in conduction, whether supra- 
ventricular or ventricular, were unusual. 





Fig. |—Myocardium showing separation of muscle bundles and individual 
fibres. About the larger interstitial vessels there is a cell infiltration. 
The pattern is diffuse ( x 160). 
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Fig. 2—The myocardial fibres in the centre show fragmentation-necrosis 
and this is associated with the presence of polymorphonuclear and 
histiocytic cells. Interstitial ceedema between the fibres ( « 470). 


We did not observe the prolongation of Q@re found by 
Joos and Yu (1950) in 5 of 23 cases. These workers noted 
only 1 case of T-wave abnormality ; but inspection of tracings 
included in their paper to illustrate the QTtec phenomenon 
reveals definite involvement of T in avr, which, fifty days 
later, had reverted towards normal. 


The myocarditis produced by poliomyelitis does not 
seem to give rise to characteristic electrocardiographic 
changes. Those seen primarily in the st and T-waves 
are transient, and are those often found in other diseases 
with systemic overtones. They are evident during the 
first seven to ten days of illness, and subside with con- 
valescence. Our data suggest that patients with bulbar 
involvement are no more liable than other poliomyelitis 
patients to develop £.c.G. abnormalities. This agrees 
with the observations of Bradford and Anderson (1950) 
but not with those of Manning and Yu (1950). 

From the clinical standpoint; the diagnosis of myo- 
carditis complicating poliomyelitis leaves much to be 
desired, though persistent tachycardia is suggestive if it 
has no other evident cause. The lack of signs of myo- 
carditis has been commented on by otber investigators 
(Gefter et al. 1947). 

Weinstein and Shelokov (1951) have suggested that 
the mild form of myocarditis is probably hypoxic in 
origin whereas the severe form may be due to invasion 
of the heart by the virus. But patients without bulbar 
involvement, and therefore with nothing to produce 
hypoxia, may have myocarditis, while conditions known 
to produce chronic hypoxia, such as advanced pulmonary 
disease, are not ordinarily associated with myocarditis. 
It is, of course, conceivable that the three strains of 
poliomyelitis virus already recognised may be cardio- 
tropic in different degree. To confirm or refute this 
explanation it would be necessary to ascertain the 
prevalence of myocarditis in different outbreaks caused 
by different strains of virus. 


SUMMARY AND CONCLUSION 


A total of 412 electrocardiograms were taken on 
189 cases of poliomyelitis. Electrocardiographic abnor- 
malities were found in 32% of the patients. The most 
consistent abnormality was in the st-Tr. The data pre- 
sented conform, in the main, with those reported by 
other investigators. 
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Fig. 3—Coronary artery showing adventitial infl t i 
principally lymphocytic. Polymorphonuclear cells and ‘Distinanee 
present but sparse ( x 130). 





A review of 70 autopsied cases of poliomyelitis revealed 
interstitial inflammatory reactions in about half of 
the cases. 

Because of the non-specific characteristics of the 
E.C.G. findings, the diagnosis of myocarditis complicating 
poliomyelitis remains a clinical problem, in which the 
electrocardiogram serves as a supplement. The possi- 
bility of selective ‘‘ cardiotropism ’’ by individual strains 
of the virus is commented upon. 
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INFECTION WITH PASTEURELLA SEPTICA 
IN A CHILD AGED THREE WEEKS 
N. C..D. Pomey 
M.B. Lond., F.R.C.S 


FORMERLY HOUSE-SURGEON, HOSPITAL FOR SICK CHILDREN, 
GREAT ORMOND STREET 


Bollinger and Kitt in 1878 were the first to study 
and describe, in wild boar, deer, and cattle in the neigh- 
bourhood of Munich, a disease then known as hemorrhagic 
septicemia. Later they isolated an organism from these 
various animals so affected and showed that it was the 
same organism in each case. 

Various workers in the following ten years isolated 
similar organisms which were pathogenic to some 
domestic animals. In 1901 Ligniéres grouped these 
organisms together and suggested the name Pasteurella. 
The specific names—e.g., aviseptica and feliseptica—have 
usually been given to denote the animals from which 
the organisms were derived. The organism in the case 
reported here has been labelled Pasteurella septica 
because its origin was not determined. 

The clinical picture produced by infection with the 
Pasteurella septica organisms appears to be very variable 
and to depend to a large extent on the animal infected. 
However, with most animals it is usually an acute 
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illness with a mortality as high as 70%, death often 
taking place within a few hours. The lesions are mainly 
visceral, with petechial hemorrhages into various organs, 
including the myocardium, pleura, and kidneys. 

Infection in man by this organism has usually been 
less severe and has produced a local lesion, which is 
somewhat slow to heal and tends to involve bone. 
Occasionally a septiczemic form has been noted and, as 
in animals, has usually been fatal. Most cases in man 
have followed a scratch or a bite from an animal. 

Pasteurella septica in culture is quickly overgrown by 
other organisms and is therefore not infrequently missed 
in a mixed culture. This may partly explain its apparent 
rarity. In the case reported here an organism, not at 
first identified, was isolated in pure culture and sub- 
sequently, with some difficulty, shown to be Pasteurella 
septica. 


Regamey (1938a) reviewed sixteen cases, but in only six 
of them could he be quite certain that the organism was 
Pasteurella septica. Of these six cases three presented as 
pleurisy, two as meningitis, and one as a local lesion following 
a cat scratch. 

Boisvert and Fousek (1941) reported a case caused by a 
rabbit bite and cited four other cases. 

The following workers have reported cases, but in some of 
these there appears to have been some doubt about the 
identity of the organism : Brugnatelli (1913), von Boer (1917), 
Levy-Bruhl (1934), Rivoalen (1936), Regamey (1938a and b), 
Foerster (1938), Mulder (1938), and Allin (1942). 

Few cases of infection in man occurring in this country 
have been reported. Ludlam (1944) reported one case and, 
in reviewing the published cases, stated that, whereas several 
had occurred on the Continent, none had been reported in 
Great Britain before. Allott et al. (1944) reported six cases 
occurring in London, each following a bite from either a cat 
or a dog, and each producing a local lesion, which took on 
an average 6 weeks to heal. Allott et al. emphasised the 
frequency with which bones were involved. Cooper and 
Moore (1945) added a further case, which followed a cat bite. 


CASE-RECORD 


A female infant, aged 20 days, was admitted to the Hospital 
for Sick Children on Feb. 17, 1951, because her parents had 
noticed a lack of movement of her limbs, which they described 
as a stiffness. They had also noticed, in the region of one 
shoulder, a swelling which had been present for about 4 days. 
The pregnancy had been normal and the labour uneventful 
apart from a somewhat long first stage. The baby had 
been weaned early and was on a proprietary brand of milk 
when admitted. 


Examination 


She appeared unwell but not desperately ill. She weighed 
7 lb. 14°/, oz., and her temperature was 100°F, pulse-rate 140, 
and respirations 40 a minute. Her upper respiratory tract, 
chest, cardiovascular system, and abdomen showed no 
abnormality. Both her legs were held slightly flexed and 
abducted, her knees also being slightly flexed. These joints 
resisted passive movements and gave the impression that_ 
they were held by fibrous or muscular contractures. Weak- 
ness and lack of muscle bulk was noted, but the tendon- 
reflexes were present. The arms displayed the same degree 
of atony. In the region of the right shoulder there was a 
fluctuant swelling which appeared to arise from the joint. 
In spite of this, shoulder movements were not diminished. 
On the day of admission the abscess was aspirated and pus 
obtained. Radiography showed congenital dislocation of the 
hips, but no evidence of bone change at the upper end of the 
right humerus. 


Treatment and Progress 

The shoulder was at first treated by rest alone. By 
Feb. 21, an unidentified organism sensitive to penicillin, 
streptomycin, chloromycetin, aureomycin, ‘ Gantrisin,’ sulpha- 
diazine, sulphadimidine, and sulphathiazole was isolated from 
pus from the shoulder. Penicillin therapy was started with 
25,000 units 6-hourly to a total dose of 975,000 units. 
A week later it was confirmed that the organism isolated 
was Pasteurella septica. The shoulder required aspiration on 
two subsequent occasions. 16 days after admission the left 
knee was swollen and contained fluid. 2 days later aspiration 
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was attempted, but only a small quantity of pus could be 
obtained because of its thickness. On March 6, the knee 
was again aspirated, with a needle of wider bore, and 2 days 
after this arthrotomy was done, when thick pus was squeezed 
out. On March 10, a course of oral chloromycetin (0-08 g. 
twice daily to a total dose of 1-52 g.) was started. This was 
followed by a course of streptomycin (0-08 g. twice daily to 
a total dose of 6-3 g.) beginning on March 20. By this time 
there was X-ray evidence of bone destruction of the upper 
end of the humerus and the glenoid cavity. There was no 
change in the knee. The shoulder and knee gradually settled 
down, and 5 weeks after admission little abnormality could 
be detected. Treatment of the hips proved much more 
difficult. Whether these were pathological dislocations or 
true congenital dislocations could not be determined with 
certainty. Most opinions, however, were slightly in favour 
of the former diagnosis. The hips were treated variously 
by traction, Forrester-Brown splints, and manipulation and 
plaster. In spite of difficulty, and instability, the last 
radiograph showed that they were satisfactorily reduced. 


Pathological Findings 

On Feb. 27 Pasteurella septica was identified as described 
above. A similar organism was isolated from the pus from 
the left knee on March 4. A white-cell count on admission 
was 13,000 per c.mm. (polymorphs 56%, lymphocytes 39%). 
On March 16 the white cells numbered 10,100 per c.mm. 
(polymorphs 53%, lymphocytes 43%). The mother’s Wasser- 
mann reaction was negative, and pus obtained from a boil 
on the father’s neck grew coagulase-positive staphylococci. 


DISCUSSION 


Apart from the rarity of the infection the present 
case has several unusual features. Examination of the 
literature has not revealed a case occurring at such 
an early age. Nearly all the cases have been.in adults 
who have sustained an animal bite or scratch. In the 
present case, in a baby aged 3 weeks, there was no 
history of trauma or of contact with an animal. Careful 
inquiry showed that the child had not received at birth 
any injection—e.g., of an analeptic or vitamin K—which 
might have acted as a portal of entry of infection. The 
skin was unbroken, and the source of the organism, 
and how it got into the blood-stream, must remain a 
mystery. It has been suggested that the organism may 
have come “from the maternal vagina and have gained 
entrance during labour, but there is no evidence to 
support this explanation. 

Instead of a local lesion the present case was charac- 
terised by multiple foci presumably the result of blood- 
stream infection. This may in part be explained by the 
age of the patient, because newborn babies are especially 
susceptible to blood-borne infections and septic arthritis 
is not uncommon in them. There is still some doubt 
as to whether the dislocation of the hips was the result 
of the congenital deformity or whether they too were the 
result of a septic process. The later radiographs are 
perhaps in favour of the latter. 

The organism isolated in pure culture was sensitive 
to a large range of chemotherapeutic and antibiotic 
substances. In view of the seriousness of the joint lesions 
three antibiotics were used, but any one might have 
been as effective. Complete resolution of the lesions of 
the shoulder and knee was brought about, but the hips 
appear to have sustained a more serious damage ; but, 
as stated above, there is some doubt about the pathology 
of the hips. 


SUMMARY 

A case of Pasteurella septica arthritis involving several 
joints in a baby aged 3 weeks is described. 

Unusual features were (1) the absence of any history 
of trauma or of contact with an animal and (2) general 
instead of local infection. 

I wish to thank Mr. G. H. Macnab for permission to publish 


this case and for helpful criticism; Dr. I. A. B. Cathie, 
pathologist at the Hospital for Sick Children, Great Ormond 
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Street, for his help; and Lieut.-Colonel H. J. Bensted, of 


the Public Health Reference Laboratory, for the final 
identification of the organism. 
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BOVINE PLASMA PROCESSED FOR 
TRANSFUSION 


ANTIGENICITY OF ‘*‘ PLASMA HETEROLOGO”’ 
IN THE RABBIT 


J. J. Horr 
M.D. Louvain 


L. S. Mynors R. R. A. Coomss 
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BovINE plasma is supposedly despeciated, while 
maintaining its osmotic properties, by treatment with 
formaldehyde and heat (Massons 1946). Such ‘ despeci- 
ated bovine plasma ”’ is used in some European countries 
as & substitute for human-plasma in transfusion. 

Massons (1951) has reviewed the earlier literature on 
this subject and has reported his clinical experiences 
with such a product. He concludes that it is non-toxic 
and in practice (‘‘ pratiquement’’) devoid of antigenicity 
and has a definite therapeutic value. 

Whether the treated plasma retains the osmotic 
properties necessary for its therapeutic action and at 
the same time is rendered non-antigenic seems to be 
questionable. 

The present investigation was made with the sole 
object of seeing whether antibodies could be demon- 
strated in the serum of rabbits inoculated intravenously 
with ‘ Plasma Heterologo,’ the commercial product of 

‘despeciated bovine plasma ’’ under study. 


METHODS 
Production of Antisera 
Four rabbits were given two courses of intravenous 
inoculations of the product. Each course consisted of 
0-5 mi., 1-0 ml., 1-5 ml., and 2-0 ml. at 2-3 days intervals. 
Serum was obtained from the rabbits on the 9th day 
after the last inoculation. 


TABLE I—-TITRE OF SERUM ANTIBODIES REACTING WITH TANNED 


CELLS COATED WITH PLASMA HETEROLOGO 


: *re-j . j . . 9 " sa 
Rabbit no. Pre-inoculation Ist course 2nd course 


serum serum serum 
1 0 640 > 2560 
2 0 640 > 2560 
38 0 320 > 2560 
4 | 0 Not tested > 2560 
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TABLE II—PASSIVE ANAPHYLAXIS PRODUCED IN GUINEAPIGS 
BY RABBIT ANTI-PLASMA-HETEROLOGO SERUM 





No. of — oe . ms | 
guinea- | Weight (g.) en ; a a | Result 
pigs = ‘ ¥ 
2 368 and 293) 3, Pre-inocu- Plasma | Unaffected 
lation heterologo | 
| 
2 305 and 259} 3, Anti- | Death within 
plasma 4 min. 
heterologo 
2 270 and 280) 4. Pre-inocu- | Unaffected 
lation 
1 250 =| 4, Anti- | Death within 
plasma | 4 min. 
heterologo 
1 269 es Severe 
(0-4 ml. only)| dyspnoea 
for 1"/, min. ; 
recovered 
1 320 5, Anti-egg- ” Unaffected 
albumin 
1 300 2 1:25% | Death within 


solution of 
egg-albumin | 
| 


min. 





Serological Detection of the Antibodies 

The rabbit sera were tested for antibodies against the 
plasma product by the antigen-coated-particle technique of 
Boyden (1951). 

This technique consists, in essence, of treating red blood- 
cells mildly with dilute tannic acid under certain defined 
conditions so that the cells absorb a soluble protein antigen 
added to them. Human red cells from group-A or group-O 
persons were used. The tanned cells were placed in contact 
with plasma heterologo, diluted 1/100, for 45 minutes. The 
antigen-coated cells were washed and then exposed to the 
serum to be tested for antibodies. 

The presence of antibodies is shown by the clumping or 
agglutination of the cells, which is read macroscopically. 

Before the sera were tested for specific antibodies thoy 
were heat-inactivated at 56°C for half an hour and freed from 
agglutinins for human red blood-cells by absorption. 


Anaphylactic Properties of the Antibodies 

Guineapigs weighing 250-400 g. were each inoculated 
intraperitoneally with 2 ml. of sensitising rabbit antiserum, 
48 hours later they were challenged by injecting 1 ml. of either 
the processed plasma or 1-25% egg-albumin solution into the 
ear-vein, An anti-egg-albumin serum was used as a control. 


RESULTS 

By the antigen-coated-particle technique serum anti- 
bodies capable of reacting with tanned cells coated with 
plasma heterologo were clearly demonstrated in the four 
rabbits (table 1). 

The anaphylactic properties of the serum antibodies 
are shown in table 11; the antisera to the ‘‘ despeciated 
plasma’”’ sensitise guineapigs to passive anaphylactic 
shock. 

CONCLUSIONS 

‘Plasma Heterologo,’ a commercial product of pro- 
cessed bovine-plasma, is antigenic in the rabbit. 

The antibodies produced in the rabbit can passively 
sensitise guineapigs to anaphylaxis, with the result that 
death follows intravenous injection of the plasma 
heterologo. 
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** Psychology has often suffered both from bad publicity and 
from the fact that it lends itself better than do most subjects 
to the propagation of nonsense. But out of this uneasy back- 
ground is springing a healthy, rigorous, and methodologically 
sound infant which, however, will need to be handled with 
care for some time to come,’’—F. H. GeorGE, Science News, no. 
29, p. 58. 
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PENETRATING HEART WOUND 
VALUE OF INTRA-ARTERIAL TRANSFUSION 


R. R. L. PRYER 
M.B. Lond. 
SQUADRON-LEADER, R.A.F. 


Survivors from penetrating injuries to the heart 
are probably few enough for the following case to be of 
interest. 

CASE-RECORD 


On the afternoon of Nov. 5, 1952, a flight-lieutenant, aged 
31, of the Aden Protectorate Levies was shooting near Dhala, 
a small Arab town in the Aden Protectorate 95 miles north of 
Aden, in particularly wild and inaccessible country. At about 
3 p.m. he was accidentally fired on by another member of the 
party at a range of 400 yd., three rounds of -303 ammunition 
being fired. He was struck by a shower of rock splinters, 
sustaining numerous superficial wounds to his legs and 
trunk, and had a penetrating wound of the left side of his 
chest, which bled profusely. The patient, who was of a 
particularly fine physique and showed great presence of mind 
throughout, applied a pad to this wound and lay down, while 
another member of the party ran back to camp for assistance. 
A stretcher party carried the injured man two miles down the 
mountainside to the camp, where he arrived three hours after 
the injury. As a result of a radio signal to Aden for medical 
help, Flying-Officer A. J. Lawson, R.a.¥., left Aden at sunset 
by ‘Land Rover’ with an emergency kit, and arrived at 
Dhala four and a half hours later. (The normal driving-time 
for this journey, over extremely difficult terrain, is eight 
hours.) Flying-Officer Lawson found the patient in an 
extremely shocked and exsanguinated state, with continuing 
hemorrhage from the chest wound at every movement. 
Morphine and intravenous plasma and saline solution were 
administered, and, since the patient was unfit to move in 
his present state, a radio request was sent to Aden for a 
surgical team. At dawn on Nov. 6 the surgical team from the 
Royal Air Force Hospital, Aden, left in two Anson aircraft for 
Dhala with surgical and transfusion equipment ; they reached 
the patient at 8 A.M. 

On examination it was found that the patient’s condition 
had improved somewhat since the early hours. Although he 
was obviously anzmic, his pulse-rate remained 110-120, and 
little further blood was being lost from the chest wound. 
Apart from multiple superficial injuries caused by flying rock 
splinters, there was a penetrating chest wound in the third 
left intercostal space 2 in. from the left border of the sternum. 
The physical signs of a large left-sided haemothorax were 
present, with considerable tracheal deviation to the right. In 
these circumstances it was considered advisable to risk moving 
the patient to hospital. He was accordingly transported in 
the back of a 3-ton truck 2 miles to the airstrip and transferred 
to the aircraft. Before take-off, a blood-transfusion was 
started in an attempt to lessen the danger of a sudden 
hemorrhage while in flight. The flight was uneventful, and 
on arrival at Aden the patient was transferred to an ambulance 
and carried 8 miles to hospital. There was little alteration in 
his condition throughout the journey, but a fresh hemorrhage 
took place on his arrival at the hospital. 

In hospital a drip was started into the patient’s leg, and his 
chest was radiographed. Films of different penetration con- 
firmed the presence of a gross left-sided haemothorax but did 
not reveal the presence of any opaque foreign body. From 
this it was considered probable that the chest wound was 
due to a rock fragment rather than a bullet. After the 
administration of 3 pints of blood it was considered justifiable 
to undertake an operation at 3 p.m. Although nobody present 
had had any experience of intra-arterial transfusion, it was 
considered that the patient’s grave condition, and the likeli- 
hood of further severe hemorrhage during operation, made this 
an occasion when its use might be necessary and justified, and 
arrangements for this were put in hand. 

Operation.—Anesthesia (Squadron-Leader D. L. Pryer, 
R.A.F.) was with thiopentone, curare, and endotracheal 
cyclopropane and oxygen. The radial artery was exposed at 
the right wrist, and ligatures were passed under it. A cannula, 
connected to a transfusion bottle, was tied to the wrist by 
tapes so that all was in readiness for its insertion into the 
artery if required. A Higginson’s syringe was connected to 
the bottle to apply the appropriate pressure. A vertical 
incision parallel to she left border of the sternum and excising 
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the wound of entry was carried laterally along the line of the 
sixth rib, which was resected subperiosteally. The fifth and 


seventh costal cartilages were divided to provide better access, 
When the pleura was opened, an enormous hemothorax, 
about 7 or 8 pints, was found. This was evacuated as rapidly 
as possible. There was no evidence of damage to the lung, but 
@ wound was visible in the pericardium covering the left 
auricle, from which blood was steadily flowing. When the 
pericardium was incised, a wound was visible in the wall of 
the auricle, which was partially plugged by clot. A finger 
gently introduced into this passed directly into the auricle, 
Rapid palpation failed to reveal any foreign body within the 
chamber. Accordingly the wound edges were compressed 
between thumb and forefinger, and the wound was closed with 
interrupted catgut sutures which controlled the bleeding. 
At this juncture the anesthetist reported the patient’s con- 
dition to be very grave—he was pulseless in all extremities, 
and only the beating of the heart indicated life. Packs were 
placed over the wound, and attention was turned to the 
right wrist, where the transfusion cannula was rapidly inserted 
into the radial artery and tied in. With the Higginson syringe 
6 pints of blood was transfused in five minutes. The results 
of this procedure were dramatic, the patient’s pulse returning 
with good volume at a rate of 120 and his peripheral capillary 
circulation becoming brisk. ‘The remainder of the hzmo- 
thorax was evacuated; and the pleural cavity was further 
searched for a foreign body, without success. A catheter was 
inserted through an intercostal stab incision and connected 
to a water-sealed drain. The chest was closed in layers. No 
further blood-transfusion was given, the patient having 
received 14 pints by intravenous and intra-arterial routes. 

Postoperatively intramuscular penicillin was given. On the 
first postoperative day the lung was well expanded and 
the drainage catheter was removed. A small collection of 
serum was aspirated on the fifth postoperative day. Apart 
from a mild wound infection at the site of entry, and a 
deep femoral thrombosis on the eighth postoperative day, 
both of which settled with appropriate treatment, recovery 
was uninterrupted. As the radiographic appearances of the 
chest cleared, the undiscovered foreign body came into view— 
a bullet lying in the left costophrenic angle in the midaxillary 
line. Presumably, having penetrated the heart, it had been 
projected into the pleural cavity by the velocity of the escaping 
blood. Since it seemed to cause no symptoms it was left 
alone. Apart from this, chest radiography, screening, and 
electrocardjography were all reported as normal by the third 
week, and the patient was discharged on the twenty-eighth 
postoperative day. 

Follow-up.—After six weeks’ sick-leave he was well and 
active and able to dance and to play two sets of tennis. He 
was accordingly returned to light duties. 


COMMENTS 

The points of interest in the present case seem to be 
(1) the survival of a patient with a penetrating wound 
of his left auricle for twenty-four hours before coming 
to surgery—this period including a difficult journey 
and (2) the life-saving réle of intra-arterial blood-trans- 
fusion in resuscitating the patient after the bleeding had 
been controlled. 

The first comprehensive published article on the 
subject of intra-arterial transfusion to reach Aden was 
that by Bingham (1952), which was read some weeks 
before this occurrence, although it was known that the 
technique was in use in several centres. 

In the circumstances it was impossible to use the 
technique described in detail therein; and obvious 
criticisms, such as the failure to control the pressure 
of the transfusion, and probable ones about the amount 
given in the short space of time, are undoubtedly valid, 
and the excuse of pressure of circumstances must be 
made. 

However, since the technique was used in circumstances 
which may well prevail if another war breaks out, this 
experience, limited though it is, may be of use to others. 

With the increasing tendency to give massive trans- 
fusions by the intravenous route, and the development 
of the intra-arterial technique, the question of adequate 
supplies of stored blood for these occasions is one which 
may tax the minds of our administrators in the future. 
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I am indebted to the Director-General of Medical Services 
for permission to publish, and to my medical colleagues of 
R.A.F. Hospital, Aden, for their assistance and encouragement 
throughout. Success in a venture of this nature is a matter 
of team-work, and, of the many who were invaluable, I 
particularly wish to thank the nursing officers of the R.A.F. 
Hospital, Aden, for their postoperative care; Flight- 
Lieutenant I. T. Chambers, D.¥F.c., and Flying-Officer 8S. 
Mudry, of the Aden Protectorate Support Flight, for their 
airmanship in getting their aircraft in and out of the small 
Dhala airstrip ; and my brother for managing the anesthesia 
very skilfully in difficult circumstances. 
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Reviews of Books 


Malthusian Population Theory 
G. F. McCreary. 
Pp. 191. 15s 


Malthus’s Hssay on Population, of which the first 
edition appeared in 1798, aroused a controversy which 


London: Faber & Faber. 1953. 





has continued to the present day. In this, much of 
Malthus’s viewpoint has been forgotten or misrepre- 
sented. Dr. McCleary has performed a most valuable 


service in going back to the original editions of the essay 
and setting out in readable and attractive form Malthus’s 
contribution to theory of population. 


Malthus’s contention was that there always has been, and 
probably always will be, pressure of population on food- 
supplies. His proposition that food-supply. can be increased 
only in arithmetic progression was too formal; but he was 
almost certainly right in holding that, on a world scale, 
food-supply cannot be increased continually to compete with 
unrestricted population growth. He estimated on North 
American statistics that this growth was a 100°, increase 
per generation; now perhaps it should be put higher, at 
150% per generation. Engkand and Wales’s population 
increase from 18 million in 1851 to 36 million in 1911 was 
possible because there were the undeveloped lands of America 
and Australia to supply corn and beef in exchange for manu- 
factured goods, the loan of capital, and carrying services. 
But undeveloped lands get filled up and consume more and 
more of the food they produce; and it is unlikely that 
countries now undergoing industrialisation will find any 
country willing to send them food in exchange for industrial 
goods. Food is ultimately the most precious commodity ; 
and even the British Isles may find themselves in time unable 
to import food, and having to feed their population on what 
ean be grown on their own soil. 


Malthus himself was pessimistic about man’s ability 
to escape from the pressure of population on food- 
supplies. This was largely because he thought that the 
only permissible method of family planning was by 
late marriage and continence within marriage. Most 
Western countries have escaped by using artificial 
methods of contraception, but it is not certain that this 
escape is more than temporary. 


Amebiasis 


Pathology, Diagnosis and Chemotherapy. Hamirton H. 
ANDERSON, M.D., professor of pharmacology and experi- 
mental therapeutics, University of California; WARREN 
L. Bostick, M.D., associate professor of pathology ; 
HERBERT G, JOHNSTONE, PH.D., professor of parasitology. 
Springfield, Ill. : Charles C. Thomas. Oxford: Blackwell 
Scientific Publications. 1953. Pp. 431. 83s. 


Tus Californian monograph is a comprehensive and 
well-balanced account of the subject for the clinician, 
pathologist, and laboratory worker. The history, inci- 
dence, «tiology, pathogenesis, pathology, symptoma- 
tology, clinical and laboratory diagnosis, chemotherapy, 
and public-health aspects are all very adequately dis- 
cussed. There are also chapters on experimental 
amoebiasis, laboratory methods, and the culture of 
Entameba histolytica. It is a pity that the section on 
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chemotherapy is so short: it occupies only 30 pages— 
about half the space devoted to laboratory diagnosis. 
The authors take a conservative view on treatment, 
which is just as well, for it is controversial and 
changeable at present. They question the value of 
emetine now that safer drugs are available. Probably 
the best treatment is a mixture of antibiotics and a true 
ameebicide, such as chloroquine. 


Each chapter has a summary and a full bibliography, and 
there is an author and subject index to the whole book. 
The illustrations are well produced on art paper, and the 
style is clear and readable. 


Psychoanalytic Studies of the Personality 


W. Ronatp D. FAIRBAIRN, M.A., M.D., F.R.S.E. 
a preface by Ernest Jones. London: 
Publications. 1952. Pp. 312. 25s. 


IN his catalogue of books which are no books—biblia 
abiblia—Charles Lamb was prevented by the accident 
of time from including volumes of articles reprinted 
from psycho-analytical journals. Most of the publica- 
tions of the Institute of Psychoanalysis during the last 
few years have been of this sort. The method results in 
a far from unitary statement; for, as Dr. Fairbairn 
concedes in his introduction to this collection, one of the 
inevitable consequences of a series of papers in chrono- 
logical order is that ‘‘ certain of the views expressed at 
later stages in the series will be found to conflict with 
views expressed at earlier stages.’ To remedy one or 
two serious contradictions of this kind he has written 
some addenda, but he has found no means of eliminating 
the repetition incident to such publications. 

Dr. Fairbairn’s main interest is in reformulating the 
theory of libidinal development so that it should be 
consistent with his view of object-relations. The first 
part of the book contains seven papers specifically 
directed to this question; in the second part there are 
three clinical papers; and the book concludes with four 
miscellaneous papers written between 1935 and 1946. 
Dr. Fairbairn has wrestled with his problems along 
independent lines, and the result is this original but 
questionable departure from Freud’s formulation of 
an intricate and fundamental part of psycho-analytical 
theory. 


With 


Tavistock 


The Course of Disseminated Sclerosis 
PauL THYGESEN. 
1953. Pp. 268. 

THE primary object of this book is to give a close view 
of the course of disseminated sclerosis—though the study 
arose out of an attempt to ascertain the value of 
anticoagulants in the treatment of this disease. 


Copenhagen: Rosenkilde & Bagger. 


Some 60 patients who had had disseminated sclerosis 
on an average for eight years were continuously observed 
and repeatedly examined in great detail over a mean period 
of eighteen months. During this time they had in the 
aggregate some 105 attacks, apart from many other variations 
in symptoms and signs. Not unexpectedly, Dr. Thygesen’s 
findings were often widely at variance with those of previous 
workers whose reviews had been largely retrospective. Thus, 
his patients had an average of one attack every ten months, 
and all showed considerably higher disease activity than is 
indicated by retrospective studies. Yet at the end of the 
observation period only half his patients could have beea 
said to have deteriorated, the picture as a whole being 
unchanged in the others. 

One of the merits of this careful study is that such terms 
as ‘ attacks ’ and “ remissions ”’ are clearly defined. Working 
methods are explained in detail and the conclusions, whica 
seem eminently sound, are fully discussed in a final chapter. 
Full case-reports and a useful chapter summary are also 
appended. The author found anticoagulation therapy 
ineffective ; but he believes that for trying out any thera 
peutic agent such a relatively short-term but intensive 
study is more dependable and satisfactory, both to patient 
and examiner, than one conducted over a longer period. 


Dr. Thygesen, who is already well known for his work 
in this field, is to be warmly congratulated on this, 
his latest contribution. 
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a standard diuretic in the treatment of 
QEDEMA of CARDIAC ORIGIN... 


* 


‘NEPTAL’ 
trade 
mark brand mercuramide with theophylline 


Efficient, rapid and prolonged in its action, ‘Neptal’ is generally well 
tolerated. 

SUPPLIES 

Solution for intramuscular injection. | c.c. and 2 c.c. ampoules (each 
c.c. contains 92 mgm. mercuramide and 45 mgm. theophylline 

















Solution for intravenous injection. 5 c.c. ampoules (each c.c. contains 
18-4 mgm. mercuramide and 9 mgm. theophylline) 


Tablets: Containers of 25 and 500 x 160 mgm. (with theophylline) 


We shall be glad to send detailed literature on request 
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MAY & BAKER LTD 
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PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 











In view of these analytical and 
general evidences this brandy may be described 
as particularly suitable for medicinal purposes.” 

See “LANCET "July 22" 1899 p. 219 
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If ever plain words win the day, they do when describing Cytamen. 


CYTAMEN is vitamin B,,. and nothing but B,2 


... and in these plain words there is a wealth of meaning. For one thing, they reveal 
that Cytamen has no unknown factors . . . no undesirable constituents 
that might give rise to side reactions. Again, because Cytamen is the pure crystalline 
substance, its potency is absolutely consistent .. . its effect known 
and unvarying. This being so, the doctor knows with certainty that if the patient 
shows a variable response to treatment, it is not—and cannot be—due 


to the product. Sound reasons these for prescribing Cytamen in anti-anemia therapy. 


CYTAMEN 


Trade mark 


Injection of crystalline vitamin Biz 


We 20, 50, 100 and 1,000 micrograms vitamin B,2 per cc. in boxes of 6x | cc. ampoules. 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX BYRon 3434 
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** Cardiospasm ” 


THERE can be few diseases about which there has 
been so much conflict of opinion as cardiospasm or 
‘achalasia of the cardia.”” As Barrett! points out, 
the condition can be diagnosed accurately and treated 
successfully but the cause is unknown. The clinical 
picture has been familiar for many years: indeed, the 
earliest clinical description dates back to THomas 
WILLIs 2 who, in 1679, successfully treated a patient 
by means of a whalebone rod with a sponge at its 
end which was used for pushing down the food after 
a meal. MrkuLicz * was one of the earliest proponents 
of the view that the condition was due to spasm of 
the lower end of the cesophagus, and this view is still 
widely held.4® An alternative hypothesis, suggested 
first by Erxnorn ° and later by ROLLESTON,’ was that 
there was an inhibition of contraction of the longi- 
tudinal coat. RoLLEestTon further suggested that there 
might be a failure of codrdination of the cesophageal 
musculature producing a condition analogous to 
stammering. Hurst enthusiastically adopted the idea 
of an inhibition of contraction, but he modified it to 
mean failure of relaxation, to which he gave the name 
‘achalasia.” Both Roiieston and Hurst argued 
that if the condition was due to spasm of the circular 
muscle one would expect to find hypertrophy of this 
muscle—and everyone agreed that there was no such 
hypertrophy. Hurst also showed that when a tube 
was passed through the obstructing segment into the 
stomach it was not gripped in the way that would 
be expected if there was spasm. Further support 
was given to Hurst by Rake ® who demonstrated 
fibrosis of the ganglia, with complete disintegration 
of the ganglion cells, in the affected segment of the 
cesophagus. This finding was confirmed by LENDRUM ® 
in 13 specimens from cases of cardiospasm ; and he 
also pointed out that the study of the disease was 
“handicapped by something which impeded the study 
of few diseases, namely, the extraordinary effectiveness 
of the methods available for treatment.”” LENDRUM 
found that the dilated portion of the cesophagus, or 
sac, was separated from the stomach by an undilated 
segment, which showed no organic narrowing : or 
scarring in or around it. 

Radiological investigation suggests that there are 
three phases of the disease. In the first phase there 
is increased activity of the lower part of the oesophagus 
between the arch of the aorta and the cardiac sphincter. 
There is no permancnt obstruction to the passage of 
barium but there may be some temporary delay. In 
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the second hese eee4 is a definite hold-up at the 
lower end of the cesophagus; a smooth uniform 
dilatation begins above the level of the obstruction 
and gradually extends upwards. From time to time 
a little barium can be seen to trickle through a narrow 
passage below the dilatation into the stomach. In 
the third phase there is elongation and tortuosity of 
the whole cesophagus apart from the narrow segment. 
The organ sags over into the right side of the chest 
and this may lead to collapse of the lower lobe of the 
lung. While these observations clearly demonstrate 
the course of the condition, they shed little light on 
the faulty mechanisms involved or on the underlying 
cause. Attempts have been made, therefore, to 
investigate the disordered cesophageal function by 
other means, such as balloon kymography !°™ and 
direct measurement of intra-cesophageal pressures by 
a miniature electromagnetic transducer which is so 
small that it does not stimulate contraction.!2 Studies 
by both of these techniques have shown that there 
is a disordered muscular activity affecting a large 
part of the cesophagus, not just the lowest segment. 
The tone is decreased and there is irregular phasic 
activity, suggesting aimless and relatively localised 
areas of motility, instead of the smooth passage of 
peristaltic waves. The picture obtained with the 
balloon kymograph was quite different from that 
seen in cases of mechanical obstruction, where the 
waves showed an increase in amplitude and were 
quite regular. Administration of methacholine 
(‘ Mecholyl’) produced a violent tonic contraction of 
the lower half of the cesophagus, suggesting that there 
was an abnormality of parasympathetic innervation. 

Psychogenic factors have certainly not been ignored, 
and many writers take the view that they are the 
most important considerations.!314 From a study of 
14 cases WoLF et al.® thought that the patients were 
generally dqur, humourless, suspicious, and offensive 
in dealing with day-to-day problems. Exacerbation 
of their condition could be related to various upsets 
in their daily life. On the other hand, Barrerr '¢ 
could not accept a psychological basis for the condition 
and he considered that the disease itself may produce 
psychological disturbance and changes in personality. 
The profound disturbance in the swallowing mechanism 
leads to alteration in eating habits so that the patients 
become forced to eat alone ; the possibility of regurgi- 
tation continually haunts them and they tend to 
shun society. Not all patients are so affected, however, 
and many are quite phlegmatic. Although Woo.tEr 
thought that the most important cause was psycho- 
genic trauma, he did not consider that psychotherapy 
was of great value in treatment: and most people 
would agree. Other explanations which have been sug- 
gested are spasm of the diaphragmatic crura !? and 
compression of the lower cesophagus in the “ liver 
tunnel,” 1® but these have been disproved by simple 
observation. 
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There is much less controversy about the treatment 
of the condition; for, although many different forms 
of treatment have been advocated, only two have 
stood the test of time. Both of these depend on the 
same principle—rupture of the circular fibres at 
the lower end of the cesophagus. In one form, the 
rupture is performed by endoscopic dilatation, using 
a distensible bag which is gradually inflated with water. 
About 80°, of patients can be cured by this means 
after one or more dilatations. The other form of 
treatment is by open operation and division of the 
circular fibres through a longitudinal incision in the 
cesophageal wall. Any operations which produce incom- 
petence of the cardia—and many such have been 
described—should be condemned ; for the development 
of an cesophagitis is almost inevitable and it may be 
more serious than the original condition.1® The 
passage of mercury bougies, as advocated by Hurst, 
is an obsolete form of treatment. Although it led to 
some relief of symptoms, it was not curative, it had to 
be continued indefinitely, and it was most unpleasant. 
Barrett! has now suggested that the symptomatic 
relief which it certainly produced may have been 
the result of making the pressures equal on the two 
sides of the cardia. Normally the cardiac sphincter 
opens only when the pressure in the cesophagus rises 
above that in the stomach. In achalasia the narrow 
segment or neck prevents the rise in pressure being 
transmitted and the cardia remains closed. The passage 
of a tube through the neck equalises the pressure 
and food passes. Although Hurst’s treatment has 
been superseded, his nomenclature has not, and the 
term “achalasia” persists. The idea of “ failure 
of relaxation’ of smooth muscle is, however, quite 
unknown to physiologists and it is difficult to see 
how it differs from persistence of contraction or spasm. 
There seems little purpose in retaining a name which 
presumes an unproven and unlikely mechanism. The 
changes in the myenteric plexus, which undoubtedly 
occur in later cases, may or may not be the primary 
ones, and although the analogy with the lesion of 
Hirschsprung’s disease 2° is attractive it has little 
foundation in fact. Most authors deny that there is 
spasm, but some insist that it is always present. 
Although it is generally accepted that the condition, 
in its early stages at least, is due to an abnormality 
of the lower end of the cesophagus, the observations 
that have been made suggest that an abnormality of 
the greater part of the organ cannot be ruled out. 
None of the various labels that have been tied to this 
disorder have been satisfactory, in that they have all 
presumed more than is certainly known. Until we 
have more certain knowledge of its nature, a non- 
commital, though none the less accurate, name, such 

‘functional cesophageal obstruction,” would be 
preferable. 





Hyperemesis Gravidarum 

HyYPEREMESIS gravidarum is an aggravating and 
perplexing disease : aggravating because the response 
to the most careful, well-planned, and energetic 
treatment can be disappointing; and _ perplexing 
because the frequency and severity of the disease 
are diminishing for no very certain reason. The 
wide differences of opinion about its zxtiology show 
clearly that the cause or causes remain unknown. 





19. Barrett, N. R., Franklin, R. H. Brit. J. Surg. 1949, 37, 144. 
20. Bodian, N, Stephens, D., Ward, B.C. H. Lancet, 1949, i, 6. 








The more commonly quoted views inclinde : vedlex 
stimulation of the vomiting centre by some pelvic 
condition such as uterine retroversion; starvation 
or carbohydrate deficiency (put forward as long 
ago as 1918 by DuncaAN and Harp1ne !); neurosis *‘ ; 
poisoning by histamine ®; toxemia initiated by the 
disintegration of the decidua *®; excess of gonado- 
trophic hormones’; adrenal cortical insufficiency ; 
and allergy.* So many explanations while of academic 
interest, are of little practical help to the clinician 
who, until recently at least, has tended to classify 
his cases simply into toxic and neurotic types. But 
even this proved unsatisfactory, so there is now a 
tendency to group all cases together, subdividing 
them only according to severity. 

Hyperemesis is commonly encountered from about 
the tenth to the sixteenth week of pregnancy in 
both primigravid and parous women, and it begins 
characteristically as an exaggeration of morning 
sickness. In the early stages the patient looks fairly 
well, and there may be no abnormal physical signs. 


As the condition increases in severity, vomiting 
becomes persistent and unrelated to meals. Then the 


starvation, dehydration, and loss of chlorides in the 
vomit lead to a state of “ metabolic toxemia.” The 
patient loses weight and begins to look ill ; the pulse- 
rate increases and the blood-pressure falls—changes 
resembling those found in beriberi and probably the 
result of vitamin-B, deficiency. The tongue will 
be dry and furred, and acetone may be smelt on 
the breath and ketone bodies found in the urine. 
The urine, which is scanty and highly concentrated, 
may also contain albumin and have a high ammonia 
coefficient. In severe forms, dehydration becomes 
extreme : the eyes are sunken and jaundiced, the skin 
dry and muddy in colour, and the vomit may even 
contain altered blood. The pulse-rate may be over 


120, the systolic blood-pressure falls to below 
90 mm. Hg, and the temperature rises. Various 
neurological complications may appear: insomnia 


is often troublesome and peripheral neuritis followed 
by wrist-drop, and other palsies, may develop. 
Retinal hemorrhages, optic neuritis, and nystagmus 
have been described in detail by BALLANTyNE.® 
Korsakoff’s syndrome and Wernicke’s encephalo- 
pathy have also been recorded.’® If treatment is 
neglected, delayed, or inadequate, the patient has 
convulsions and rapidly sinks into coma and death. 
As each new development of the disease is more 
easily prevented than treated, no case of hyperemesis 
gravidarum should ever be regarded as trivial. 

In striking contrast to the fruitless attempts to 
identify the cause of hyperemesis gravidarum is the 
success of treatment, which involves no more than 
the prompt application of a few principles. For 
a start, the patient must be admitted to hospital 
where, away from over-anxious, sympathetic, and 
even interfering, relatives, treatment can be carried 
on without interruption. Dehydration, chloride loss, 
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ANNOTATIONS 





oul entboliy drate depletion are counteracted by 
copious parenteral fluids and glucose, supplemented 
by insulin—e.g., 43% glucose in 0-18% saline 
solution given at the rate of a pint every six hours, 
with 10 units of soluble insulin added to each pint. The 
stomach should be rested for the first twenty-four 
hours, only mouth-washes being allowed, and a 
graduated diet, alternating between solids and fluids, 
can then be introduced. Whenever possible, the 
diet should be stepped up fairly quickly. Vitamins B, 
(aneurine), and B, (pyridoxine hydrochloride), com- 
bined in doses of 100 mg. each, should be given daily 
by injection to ward off neurological lesions ; calcium 
gluconate (10 ml. daily of a 10% solution) and vitamin 
C can usefully be added. A careful record must be kept 
of fluid intake and output, pulse-rate, temperature, 
blood-pressure, and urinary findings. Nearly all 
patients will be so relieved of the sickness by this 
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treatment that they s are able to return to their 
normal life: for the few that are not, extracts of 
adrenal cortex have been used with good effect,! 
and so have the anti-histamine drugs.!2. YoussEr 
and Barsoum!*® have lately reported excellent 
results in resistant cases by combining these two 
remedies. 

The effectiveness of treatment along these lines 
is amply illustrated by the diminishing need for 
premature termination of pregnancy as a means of 
saving the patient’s life. But though it is true that 
the prognosis of hyperemesis gravidarum is now good, 
the occasional case of pernicious vomiting can still 
be a very worrying business. 





11. Kemp, W. N. 
1934, 140, 239. 
12. Dougray, T. Brit. med. J. 1949, ii, 1081. 


13. Youssef, A. F., Barsoum, G. S. J. Obstet. Gynec. 
1953, 60, 38 


Endocrinology, 1932, 16, 434; Med. Rec. 


, Brit. Emp. 
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PROTEINS FOR THE CHILD 


MATERNAL breast-milk has proved such a successful 
diet for infants that when they begin to take other 
nourishment we find it ‘‘ natural’’ to include a large 
helping of milk from other sources—notably the cow— 
in their menu. Yet there is nothing outstandingly 
natural about cow’s milk for children ; it is just one of 
the many edible things in our surroundings, a ‘‘ natural ”’ 
food only for calves. In countries without stringent 
regulations enforcing safety and cleanliness it is in fact a 
peculiarly dangerous food for children. Yet it has so 
many nutritional merits that it is hard to think of 
effective substitutes. 

Thus it is a valuable source of protein. At one time 
it was customary to designate the protein of cow’s milk, 
in company with proteins from other animal sources, 

s ‘first class,’ as against plant proteins which were 
slightingly graded as ‘‘ second class.’’ But, as Dr. 
R. F. A. Dean points out in a new Medical Research 
Council report,! nearly all the proteins of living matter, 
whatever their origin, consist of various arrangements of 
some twenty different amino-acids, and the proportions 
in which these amino-acids occur are as remarkable for 
their similarities as their differences; it may well be 
that, with a little ingenuity, we can use plant proteins 
to feed young children as successfully, from a nutritional 
point of view, as we now use milk. The report deals 
with an investigation made in Germany between late 
1947 and early 1949, when an M.R.C. team was there, 
studying undernutrition. 


The work was done in two resident orphanages and two 
day-schools, and it covered at various times 25 newborn 
children, 25 aged 6-12 months, 50 aged 1-2 years, and 625 
aged 7-11 years. For periods ranging from ‘eight to twenty- 
four weeks tests were made with three combinations of barley, 
wheat, and soya; four of barley, wheat, and soya with 
different amounts of milk; and two of barley, maize, and 
soya with milk. The soya in some of the mixtures was treated 
to remove the trypsin inhibitor present in this cereal; the 
method used also removed the bitter taste which is apt to 
make soya unpalatable. 


An attempt was made to answer three questions: (1) 
whether it was possible to feed young children successfully 
on diets in which there was no milk or other animal 
protein ; (2) whether the addition of dried skimmed milk 
to the cereal-and-soya mixtures was an advantage ; and 
(3) whether, if the trypsin inhibitor was removed from 
the soya, the milk in a mixture could be omitted or 
reduced in amount. 





1 Plant Proteins in Child Feeding. Spec. Rep. med. Res. Coun., 
Lond. no. 279. London: H.M. Stationery Office. 1953. 
Pp. 163. 10s. 


The first question was quickly answered: children 
aged 1-2 given a mixture made from malted barley, 
wheat, and soya flours, containing 17-6 g. per 100 g. of 
protein, grew extremely well, and their clinical condition 
—poor at the start improved steadily even though 
they had no milk at all for sixteen weeks. The replace- 
ment of 121/,% of the mixture with dried skimmed milk, 
in a second trial, did not seem to confer any extra benefit, 
but replacement of 25% with skimmed milk did make a 
difference—the children got on faster. The total protein 
of this last mixture was very high: 21-4 g. per 100 g. 
For children aged 2-6 years nearly all the mixtures gave 
good results, even though they were supplementing very 
poor diets; but for ‘“optimum’’ growth-rates the 
addition of a small amount of milk seemed necessary. 
Similar results were obtained with children aged 7-11 ; 
and a cereal-and-soya mixture with a small amount of 
milk incorporated in it, and with a value of 500 calories, 
gave results as good as did a supplement of equal caloric 
value of fulleream milk. This should have immediate 
practical value in child-feeding schemes. Another 
interesting finding is that even with children under a 
year old about half the milk in the diet can be successfully 
replac ed by suitable cereal-and-soya mixtures—informa- 
tion which should be of service to those doing child- 
welfare work in countries where milk is scarce. The third 
question was not fully answered, because the preparations 
from which the trypsin inhibitor had been removed were 
not fully satisfactory as supplied by the manufacturers : 
some of their nutritive value had been lost. It was 
thought, however, that the replacement of 10% of the 
best of these mixtures with skimmed milk was probably 
as effective as the replacement of 25% of the mixture 
which still had the inhibitor present ; and this suggested 
that the removal of the inhibitor was beneficial. The 
use of maize instead of barley did not seem to make any 
difference to the value of the mixtures. 

The cereals in these trials were all malted, but Dr. Dean 
suggests that this is an expedient which may only be 
needed for children unable to tolerate large quantities of 
starch. Malting is expensive ; but on the other hand it 
improves the keeping qualities of the mixtures, and the 
children enjoyed the taste—though with some of them 
it began to cloy towards the end of the trial. The 
investigation has made it clear that adequate sub- 
stitutes for milk protein can be provided from vegetable 
sources ; but, as Dr. Dean himself points out in his 
suggestions for future research, we are not obliged to 
limit ourselves to plants. Fish is as cheap as soya, and 
might well be used on a wide scale in child feeding ; 
and some of the vast quantities of skimmed milk used in 
the United States for animal feeding, and in industry, 
might be diverted to children, if the expenses of drying 
and transport could be overcome. 
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LIVING OUT 

A Lona slow battle_has been fought for the right of 
the qualified nurse to live outside hospital if she wishes. 
Tue LANCET Commission on Nursing, when they reported 
in 1932, promulgated only cautiously the doctrine that 
‘* a certain proportion ’’ of the trained nurses should have 
this privilege ; for in those days there were many matrons 
who held that the practice would be fatal to the pro- 
fession. But times have changed, new nurses’ homes 
are costly, and it is now in the interests of national 
economy to give nurses a freedom which should long 
ago have been conceded for more liberal reasons. Even 
in 1948 the Ministry of Health + expressed the view that 
trained nurses and enrolled assistant nurses should be 
‘‘ readily permitted’ to live out if they wished; but 
in a new circular? it says that this recommendation 
‘‘has not had the effect of disturbing to any great 
extent the existing traditional practice.” It again 
lays stress on the financial factor: a substantial part 
of the funds for hospital building programmes go on 
nurses’ homes, and other important developments 
sometimes feel the pinch. The Standing Nursing 
Advisory Committee have suggested to the Minister 
that, apart from certain special cases, ‘‘ there are no 
factors inherent in the work of a hospital nurse that 
make it necessary that she should live in the hospital 
in which she works, or in nearby accornmodation provided 
by the hospital.’”’ Their exceptions are the matron 
and one other of the administrative nursing staff; 
the home sister if there is only one (where there are two 
or more, all could live out provided one is always on 
duty); theatre staff in hospitals too small to be able 
to arrange a night rota for emergency calls; ward 
sisters, and their deputies, in charge of acute wards ; 
and student nurses, especially during their first year. 
All other members of the nursing staff—tutors, most of 
the departmental staff, night superintendents and sisters, 
ward sisters of non-acute wards, staff nurses, and some 
students, should be free, they think, to live out. 

There may be special difficulties, however, which 
prevent nurses taking advantage of this privilege, 
even when it is offered. Many hospitals are situated 
in districts where there are no rooms, or no suitable 
rooms, for nurses to live in. The hospitals should 
therefore be ready to help their nurses and other staff 
to find accommodation. They could, the Ministry 
suggests, follow the lead of the universities and maintain 
registers of approved lodgings. Or the hospital might 
acquire—as at least one hospital authority has done 
already—a large house or houses, which could be let to 
staff in single rooms or small flats, leaving them free to 
make their own arrangements for catering and cooking. 

Even when building is unavoidable it need not 
materialise as the traditional nurses’ home, but might 
take the form of flats which nurses could rent. The 
Ministry notes that where enough land is available two- 
storey buildings of cottage type would be better suited 
to this purpose than blocks of flats, and would be more 
economical both of money and steel ; and the technical 
officers of the Ministry are willing to advise on buildings 
of this type. It will usually be necessary for hospitals 
which are training-schools to provide board and lodging 
for student nurses and pupil assistant nurses, but the 
Ministry suggest that third-year students should be 
allowed to live out if they can find suitable quarters. 
Some girls whose families are in the neighbourhood will 
be able to live at home, and the hospitals are advised 
to consider the advantages of recruiting more staff from 
their immediate neighbourhood than they do at present. 
If nurses are to benefit fully from the advantages of 
living out, however, hospitals will need to adopt the 
three-shift system ; otherwise, as Miss Ada Lane pointed 
‘4, Staffing the Hospitals. 1948. 

2. Circular R.H.B.(53)83 ; 8.M.C.(53)77 ; B.G.(53)79. 
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out in a letter to The Times of Aug. 10, nurses will waste 
most of their 2 or 3 hour break in changing their clothes 
and going to and from lodgings. 

One possibility has not been taken into account in 
this circular. Nurses who wish to live out may not be 
able to afford to do so. Resident nurses pay a fixed sum, 
varying with their grade, for their board, lodging, and 
use and laundering of uniform: thus sisters pay £145 
yearly, staff nurses £135, and student nurses £108. 
These sums would not cover their board and lodging 
outside the hospital, even if they received the whole of 
them as “‘ living-out allowances.’’ The fact is that they 
do not receive the whole of them: if they live out, £30 
is deducted from each of these sums to pay for meals, 
and use and laundering of uniform, which they still 
receive from the hospital. Thus a sister gets a living- 
out allowance of only £115, a staff nurse of £105, a 
student nurse of £78. These are nonsensical figures in 
view of the present cost of living. If the hospitals are 
to save on capital expenditure by refraining from building 
nurses’ homes, they must also consider more realistically 
the finances of the nurse. 


SALMONELLA IN TORTOISES 

THE number and variety of animals which the average 
Englishman is prepared to take into his home is perhaps 
a reflection of his often unobtrusive kindness, but 
possibly of his inquisitiveness. Vvhy is the tortoise 
such a popular pet ? It may be that tis cold and stony 
creature is taken into the home to soften its nature; 
80 it is sad that the tortoise should betray its friends by 
harbouring such a variety of organisms pathogenic to 
man—though the tortoise might well retort that man 
was responsible for its infection. It has already been 
suggested that man has infected the bivalve! and the 
same may be true of the tortoise. Whoever may be 
the culprit, Boycott et al.* tell the story of a boy, aged 
3, whose pets included a tortoise and who was taken ill 
with enteric fever due to Salmonella paratyphi-B. In 
the search for the source of infection, all the pets were 
examined ; and an organism with an antigenic structure 
very similar to that of 8. paratyphi-B was isolated from 
the feces of the tortoise. Further study of the tortoise 
organism showed that its other reactions were those of 
a paracolon, and the tortoise could not, therefore, be 
held responsible for the infection of the child. Not 
only was this paracolon found but two well-recognised 
salmonella species as well, S. corvallis and S. canastel, 
both of which have been isolated from human cases of 
enteritis occurring abroad. 

The finding of recognised members of the salmonella 
group was so surprising that the authors investigated, 
in all, 95 tortoises, and they isolated 18 different 
salmonella species, of which a number had never been 
isolated before in this country and 6 were new species. 
Of the 12 known salmonella species, 10 (including 
S. corvallis and S. canastel) are known to have caused 
human infection. There was no suggestion that these 
tortoises were ill, though it is doubtful whether the 
investigators were trained in the clinical examination 
of tortoises. Tortoises hatched in the London Zoo were 
also examined, but from these no salmonella were 
isolated. The tortoises from which the salmonella 
came were Testudo greca, about 300,000 of which were 
imported from Morocco in 1951. They travelled by 
sea, closely packed in crates, and about a quarter of 
them died on the way—suffocated, it was said, by 
accumulated feces and the weight of those on top. 
It is clear that, under these ghastly conditions, the 
intestinal flora of the animals that survived were likely 
to be common to them all. So far, no case of human 
or animal infection in this country has been traced to 





1. Lancet, July 4, 1953, p. 30. 
2. wero J. A., Taylor, J., Douglas, S. H. J. Path. Bact. 1953, 
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tortoises. These animals are very unlikely to con- 
taminate food, so that the chances of their being the 
source of an outbreak of food-poisoning are remote. 
Nevertheless, they may be a risk to their individual 
owners and particularly to children. 


FAMILY SIZE AND INTELLIGENCE 


PERHAPS it was not ever thus; but nowadays (as 
Mr. John D. Nisbet, pu.p., reminds us in a new occa- 
sional paper +) dull children tend to be found in large 
families and intelligent children in small ones. Since 
large families are now commonest among the dullest 
—or anyhow the least successful—members of our 
society, and since their children may inherit their 
dullness, we are perhaps threatened with a decline in 
national intelligence. In 1946, Sir Godfrey Thomson ? 
and Sir Cyril Burt* published studies suggesting that 
this decline had already begun, but later studies have 
failed to confirm their findings beyond question. Indeed 
the results have been paradoxical: for in the Scottish 
mental surveys of 1932 and 1947 the test-score was 
higher at the second survey. 

The matter is very difficult to investigate, because so 
many variables affect it. Thus the practice of having 
smaller families is steadily spreading through the social 
classes from above downwards; and social class is to 
Mothers of low 
intelligence lose more children than those of better 
intelligence—though the effect of this differential death- 
rate must now be slight. Again, there is a tendency 
for the children of outstanding parents—whether out- 
standingly bright or outstandingly stupid—to regress 
towards the mean: they tend to differ from the average 
only about half as much as their exceptional parents. 
This is thought to be partly because exceptional people 
do not marry people as exceptional as themselves, and 
partly because they are exceptional to some extent for 
reasons which are not inherited—reasons to do with 
the environment. These various trends might all operate 
to preserve us from a decline in national intelligence. 
Indeed, if the least intelligent came in time to limit their 
families below replacement level it might be supposed 
that the average intelligence of the nation would rise. 

Nevertheless, whatever the future trends may be, it is 
important to find out now, if we can, why children from 
large families score lower in intelligence tests (especially 
in verbal group tests) than children from small 
families ; for if it is due to differences in the environment 
—to the financial and educational advantages enjoyed 
by the small family—perhaps we could find social 
remedies ; whereas if it is largely a matter of inheritance 
then it is a problem in eugenics. Dr. Nisbet proposes 
the hypothesis that words are more than tools of expres- 
sion: they are symbols which greatly increase the 
efficiency of abstract thought. A child, then, whose 
opportunities for verbal development are limited will 
be likely to score less in a test—even in a test of general 
intelligence—than a child who has not suffered such 
limitation ; and the child who belongs to a large family 
sees less of grown-up people than the child in a small 
family, and so has less chance of acquiring an adult 
vocabulary. If this is so, then part of the negative 
correlation of family size and intelligence may be 
explained by the fact that the family environment may 
be depressing a child’s test-score below the level of his 
inheritance. And indeed the intelligence of parents of 
large families may not be so dull as the score of their 
children would suggest. 

He has tested this hypothesis in three ways: (1) by 
partial correlation of family size and verbal ability, with 


1. F iy Environment. 





Occasional Paper no. 8. London: 

Eugenics Society and Cassell. 1953. Pp. 51. 3s. 

2. The Trend of National Intelligence. Gecnsienel Paper no. 3. 
Eugenics Society, 1946. 

3. Intelligence and Fertility. Occasional Paper no. 2. Eugenics 
Society, 1946. See also Lancet, 1947, i, 36, 222. 
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intelligence held constant ; (2) by correlation of family 
size and several tests with different verbal loadings ; 
and (3) by correlation of family size and intelligence-test 
score at different ages (in order to note the cumulative 
effect of the environment). In two groups, each of some 
2500 children aged 11 and over, his results supported 
the hypothesis that the environment of a large family 
hinders verbal development, that this hindrance affects 
general mental development, and that the effect was 
cumulative with the passage of time. It is clear to him, 
however, that the whole of the negative correlation 
between family size and intelligence cannot be explained 
in terms of this environmental influence. There is still 
a@ substantial negative correlation when environmental 
factors have been allowed for. He argues that a general 
reduction in the size of families may have resulted in an 
** artificial’? rise in the mean score which might be 
sufficient to mask a real decline in national intelligence 
due to genetical loss. : 


THE SPREAD OF MYXOMATOSIS 

Last year we mentioned? the efforts made to rid 
Australia of one of her greatest pests, the rabbit, by 
setting a thief to catch a thief. Myxoma virus is, in 
theory, an ideal instrument of biological warfare against 
the rabbit, for it is highly pathogenic for wild and 
domestic rabbits, but harmless for men and other animals. 
Many attempts have been made to start myxoma 
epizootics by introducing infected animals into areas 
densely populated with rabbits. The attempts were 
unsuccessful until 1950-51 when, after a slow start, 
an epizootic flared up simultaneously in the Murray 
Valley where the virus had been released, and in many 
other places, including one spot 400 miles from the 
nearest known point of infection. The results of the 
epizootic have been difficult to evaluate, but it was 
estimated that tens of millions of rabbits died and that 
thousands of farms benefited by an increase in pasture 
growth and stock-bearing capacity. 

The disease was transmitted mechanically by several 
different species of mosquito. To account for the sudden 
appearance ‘of epizootic centres in places far from the 
point where virus was released, it was assumed that the 
disease was spread by mosquitoes carried on air currents. 
Now, Brereton ? puts forward a new hypothesis of the 
spread of myxomatosis. He inquired into the times 
at which the disease was first recognised in different 
areas and, since all country folk were intensely interested 
in the experiment, the figures are thought to be reliable. 
The disease appeared to “‘creep’’ at a steady rate of 
about three miles a day, independently of the case- 
prevalence in an area. Brereton concludes that the 
disease is spread from one place to another at a constant 
rate by the movement of rabbits, while insect vectors 
determine the seasonal outbreaks. 

Brereton’s theories will be cold comfort to Dr. Armand- 
Delille, who recently started a private epizootic of 
myxomatosis in an attempt to wipe out the rabbits 
within his walled estate in the department of Eure-et- 
Loir. The four walls may have kept the rabbits from 
creeping out, but the mosquitoes got in, and now 
myxomatosis is raging in 29 of the French departments.* 
The disease is attacking domestic as well as wild rabbits, 
and breeders and manufacturers of small-arms ammuni- 
tion face a crisis. Dr. Armand-Delille, impressed by 
the preliminary results of his experiment, read a paper 
on the subject to the Academy of Agriculture, and now 
that the experiment has continued longer than he had 
intended, he faces prosecution by the State for opening 
this Pandora’s box. Ironically, the Pasteur Institute 
is trying to produce sufficient vaccine to protect domestic 
rabbits. 








1. Lancet, 1952, ii, 278. 
2. Brereton, J. C. Nature, Lond. 1953, 172, 108. 
8. Manchester > le July 24, 1953. 
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GENERAL PRACTICE IN INDUSTRIAL 
AREAS * 
A LAYMAN’S IMPRESSION 


D. Rerp Ross 
M.A. Chicago 


FORMERLY RESEARCH DIRECTOR, 
COMMUNITY PLANNING STUDY, CHICAGO 


Peruaprs the greatest difficulties encountered in 
establishing the National Health Service were those 
arising from the nature and history of the medical 
profession itself. The N.H.S. revealed professional 
characteristics previously less apparent. 

As Collings! has pointed out, the conception of the 
family doctor is a survival from the 19th century. The 
practitioner of today is rarely a true family doctor 
in the generally accepted sense, but he enjoys the 
power and prestige of that position, which is sufficient 
cover for many shortcomings. Partly for this reason and 
partly because of the “ rugged individualism ’’ of doctors 
(another 19th-century trait) no clear standards of pro- 
fessional performance for general practitioners have yet 
evolved : each G.P. is a law unto himself. Thus general 
practice finds its own level, but no agreement has been 
reached on the proper role of practitioners in the 
community today. 

Many G.P.s do not acknowledge the social side of their 
work and responsibility: they are evidently unwilling 
to function as family doctors in such a way as to foster 
and promote the mental and physical health of their 
patients. (As far as my observations in the United 
States have gone, the same criticism of American doctors 
would be equally valid.) If, as an instrument of social 
policy, the N.H.S. Act aims to improve the physical 
and mental health of the people by preventing, diagnosing, 
and treating illness, these G.P.s are not fulfilling its 
purpose. Yet neither the medical profession nor the 
State has successfully constructed and applied an 
adequate working definition of minimum standards of 
performance in modern general practice. This surely is 
the first step toward improving the standard of practice. 

In eighteen months’ study of general practice I have 
formed the impression that its main problems are : 


ql 


— 


The lack of understanding and fulfilment by the a.p. 

of his social réle in the community. 

(2) The lack of full working contact between specialists and 
G.P.8. 

(3) The lack of full coéperation between doctors, social 

workers, technicians, nurses, and other ancillaries in 

the modern medicosocial team. 


The General Practitioner as a Family Doctor 


I am not qualified to define the function or responsi- 
bility of the family doctor. I searched the medical 
literature in an attempt to find such a definition, but 
found none. I shall make no attempt to describe in any 
detail what the réle of the family doctor might be. 
Instead, I shall confine myself to some observations on 
the general practitioner’s methods of diagnosis and 
treatment of mental illness. I assume this to be an 
integral part of his function as a family doctor. 

Few doctors really feel that more than a small pro- 
portion of their patients (perhaps 1 or 2%) are guilty 
of abusing the health service. By abuse they mean 
that patients want trivial things ; request consultations 
over trivial illnesses ; ask for a bottle of medicine when 
* Based on observations made while a research student ‘at 

the University of Liverpool. oy 
1. Collings, J.S. Lancet, 1950, i, 555. 
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there is no need for one; do not want to go to work 
when they have recovered ; or bring all their children 
into surgery for examination when only one is ill. 

These complaints by doctors can be looked at from 
two angles. Firstly, a small proportion of the public 
may be irresponsible and want ‘‘ something for nothing.”’ 
Secondly, a few people may be insisting on a type of 
treatment that the doctor is unwilling or unable to 
provide. The second view implies that when a G.P. 
complains of ‘* abuse,’’ he may be reluctant to assume 
the réle of a true family doctor, which involves examining 
all the children in a family, taking time to listen to 
trivial complaints, and not. yielding to pressure for a 
bottle of medicine. There may be several reasons why 
he is not prepared to do this. Most urgently, he simply 
does not have the time to examine every apparently 
healthy member of the family. Again, if he prescribes 
no bottle, or if he pays little attention to trivial com- 
plaints (which usually means prescribing another bottle), 
his patient will go to another doctor who will ‘ give 
the patient what he wants.’ But the most significant 
fact that operates against the best interests of the 
patient and the best use of the health service is that 
the G.p. often does not really know what to do in such 
situations. He is simply not qualified or willing to dis- 
cover the reasons why patients come into his surgery 
with trivial, vague, or ill-defined complaints. 

I think it would be fair to say that many G.P.s lack 
understanding of the kind of psychotherapy they should 
be practising in such cases. As a consequence, the only 
suggestions they offer to deter ‘“‘ abuse’’ of the health 
service fall into two categories. One suggestion is to 
reverse the trend that is resulting in the doctor losing 
control over his patient; this would enable the G.p. 
to tell the patient without fear of retaliation that there 
was nothing wrong with him and that he should go 
home and waste no more of the doctor’s time. The 
alternative is to place a further charge on prescriptions 
and expensive articles so that people will not come and 
ask for them. The only other answer that some G.P.s 
put forward is that the patient should be asked to go 
elsewhere or be referred to a specialist. 

It is often said that the G.p. is in a very favourable 
position, by virtue of his contact with the entire family 
over a period of years, to understand the general back- 
ground, home circumstances, difficulties, and emotional 
conflicts of his patients. Thus he is supposed to be 
able to bring to bear in diagnosis much more information 
than the consultant. But with so many people to see 
in so little time and with inadequate clinical notes and 
other records to refresh or reinforce his overtaxed 
memory, his knowledge of an individual patient is often 
insufficient. Furthermore, many families do not have 
a family doctor even in the sense that all family members 
are under the same doctor’s care. 

Certainly many families do not regard their relations 
with their doctor as intimate, personal, or long-lasting. 
Often the feeling of trust and confidence, when the 
doctor is regarded as “‘a member of the family,’’ can 
hardly exist. This lack of closeness or warmth may well 
be largely an outgrowth of forces beyond the control 
of either party. For example, the fact that the general 
practitioner does less midwifery may have helped to 
weaken his position as a family doctor. Nevertheless, 
his remote position is undoubtedly in part a result of 
his own limited definition of his réle in the health 
service. 

From this standpoint, probably the most significant 
characteristic of many G.P.s is their inability to see 
themselves as anything other than dispensers of medical 
advice which is specifically requested from them by the 
people who make up their practices. Lack of time, 


but even more important, disinclination to accept 
responsibility for preventive as well as diagnostic and 
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curative medicine, seem to be the main reasons for this 
constricted outlook. 

To most people the G.P. is in a very real sense an 
authoritarian figure. In fact, some G.P.s assume this 
role so completely that they seldom explain to the 
patient why he must follow the advice he is given. 
Usually, of course, the patient does so; but the doctor 
has ignored a unique opportunity for instruction. Thus, 
as a health educator, he has failed to exert his powerful 
influence on individual and family behaviour. Moreover, 
the image of the personal part they play in the lives 
of so many people seems to afford some G.P.s the kind 
of gratification that few men experience from their 
work. Hence, in the beginning, some of them opposed 
the N.H.S. because they felt that their position of 
authority was threatened by the change in the concept 
of the part the G.p. should play ; for his position in a 
State medical team is different in theory from that 
which he formerly held as an ‘“ unshackled’’ private- 
enterprise business man. 

To the extent that this is still true, the attraction of 
the new College of General Practitioners might lie, for 
many doctors, in the help it can give to reinstate 
practitioners in their former unchallenged authoritarian 
role. For an avowed purpose of the college is to raise 
the status and thus enhance the dignity of the G.p. 
within the medical profession itself, as well as in the 
eyes of the general public. Over and over again one 
may hear practitioners complaining that they no longer 
have ‘‘ control’’ over their patients ; the patient, they 
say, now has ‘‘control”’ over the doctor. Perhaps this 
concern also partly explains the demand for regulations 
to make it more difficult for patients to change doctors. 
In any case, it seems that it is this slackening of control 
over thé patient which G.P.s feel as a real threat to them 
and which is perhaps the basis for their residual hostility 
to the N.H.S. 

To make the practitioner more of a ‘‘ community ”’ 
doctor, and less of the type of family doctor that he 
now is, would involve a basic change in the doctor- 
patient relationship, which in turn would necessitate a 
different emphasis in medical education. The College of 
General Practitioners will need to consider the social 
réle of the practitioner, and how he might be given a 
broader perspective of his function in distributing medical 
care. To the extent that this is achieved, the G.p. will 
become a member of a medicosocial team in which his 
chief function is to act as initiator and codérdinator ; 
and if this happens the personal satisfaction and prestige 
that he derives from his influential and direct relations 
with his patients will in no way be threatened by the 
change—in fact it might be enhanced. In addition, 
the college will no doubt consider offering courses in the 
field of social medicine, with an emphasis on preventive 
medicine, health education, public health, and psycho- 
somatic medicine. Such a supplement to the medical 
curriculum would be useful for several reasons. Firstly, 
it is undoubtedly true that many G.P.s know very little 
of these subjects. Secondly, the treatment of mental 
illness and psychosomatic diseases seems likely to 
occupy a larger and larger proportion of the G.P’s time, 
and he must be trained to diagnose and treat them. 


The G.P. as a Member of a Team 


Caught in the whir'wind of unparalleled advances in 
medical knowledge, which would be hard enough in 
themselves to keep pace with, the G.p. today is also 
expected to alter his working relationship with other 
members of the medicosocial team. In fact, with the 
advent of the N.H.S., he was expected to drop his 
individualistic and competitive réle, and reorient himself 
to codperation. Hence the medical profession, probably 
the last stronghold of 19th-century ‘‘ rugged indivi- 
dualism,’’ must virtually undergo a revolution in outlook 
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if it is to meet the demands placed upon it. Naturally 
there is much reluctance among G.P.s to drop their 
competitive and individualistic approach and become 
working members of a team. For one thing, the G.pr. 
is faced with a complex mass of medical knowledge 
vastly larger than that with which the family doctor of 
fifty years ago had to be familiar: for another, he is 
often responsible for the health of many more people 
than he can conscientiously deal with. So he takes 
the quickest way out of his daily dilemma, sometimes 
no doubt to the detriment of his patients. His professional 
tradition does not expect him to feel or assume more 
responsibility than his patient personally asks him to 
take ; and he lacks the time or initiative for doing more. 
Partly because of his experience of panel practice, he 
has ceased, to look upon the family as a unit. Rather, 
he sees people as individuals for whom he is paid a 
capitation fee if they are on his list; if not, they are 
not his responsibility. 

Too many G.P.8s, moreover, do not concern themselves 
with their patiénts once they have passed them on to 
the hospital. Although many have access to hospitals 
and specialists whenever they want it, in many cases 
they maintain that they ‘“‘seldom’’ have the time to 
take advantage of the opportunity. Nor do they seem 
really interested, for that matter, in gaining access to 
their patients. Moreover, many G.P.s receive adequate 
codperation from the local-health-authority doctors 
whenever they need it ; and they make few complaints 
about the doctors in charge of the child-welfare clinics 
or about the health visitors, district nurses, or midwives. 
But they seldom get in touch with these people about 
their patients. 

My impression is that another opportunity is often 
lost for the G.p. to put his knowledge to the fullest use 
by passing it on to the other medical specialists and 
ancillaries who are concerned with the same patient. 
It would be impossible to say what this loss means in 
time, effort, money, and ill health; nevertheless, it is 
by and large the result of a tradition which allows 
the G.p. to divorce himself from the responsibility of 
doing his utmost in every way for the patient. The 
pressure of Ifis work has given him an explanation for 
his lack of codperative effort as a member of the team. 
And as yet he has broadened his outlook little, if at all, 
under the N.H.S. 

To complicate matters further, there are wide adminis- 
trative gulfs between the three branches of the N.H.S. 
—hospitals, local authorities, and G.p.s. The G.p.s form 
the most important branch, and by their own testimony 
they could easily bridge these administrative chasms 
if they chose. On the other hand, if, as some have 
advocated, these three branches were unified under 
the administration of one health authority, the G.P., by 
virtue of his key position, could still prevent effective 
coéperative action—simply by failing to initiate it. 

An administrative machine may hinder useful action, 
but it can seldom prevent it if the people concerned 
are willing to codperate. This is true of the N.H.S. 
For, in the final analysis, the best conceivable adminis- 
trative structure, designed to provide the maximum 
efficiency in distributing the available medical care, 
can break down if the personnel are not stirred by the 
spirit of service. 

Conclusions 

Many doctors are not, and do not want to be, true 
‘family doctors.’’ This goes far to explain why many 
families do not have family doctors, even in the sense 
that all members of the family are under the same 
doctor’s care. The G.P.s are content to bask in the 
reflected prestige of the 19th-century ‘‘ family doctor ”’ 
—a myth that still ennobles the medical profession. 

This reluctance to act as a family doctor is partly 
due to a lack of time (largely a self-imposed handicap), 
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and partly to a loose grasp of the fundamental knowledge 
necessary to tackle the common forms of mental illness. 
Many patients who make a nuisance of themselves by 
returning repeatedly for a bottle of medicine are looking 
for a form of treatment for which they do not know 
how to ask and which the doctor does not know how 
to give. 

The G.P. is the keystone in the medical arch; and 
in so far as he is ill equipped, insufficiently trained, or 
unwilling to provide the fullest medical care, the public 
is not getting value for its money. Nor is its health 
and well-being necessarily assured. 

Communication between G.P.s and specialists is 
imperfect: the G.p. either does not have the time or 
does not regard it as his responsibility to tell the 
specialist all he can about the background and symptoms 
of his patient. On the other hand, in the vast majority 
of cases, the hospital tells the G.p. about the treatment 
and condition of the patient upon discharge. 

The lack of full coéperation and team-work between 
the G.p. and other members of the medicosocial team 
is largely the result of his unwillingness to take the 
initiative or even to regard it as necessary that he do 
so. Group practice from a health centre would increase 
his awareness of the need for team-work. 


HOSPITAL TREATMENT OF WAR 
PENSIONERS 


On Aug. 31, 1953, the functions of the Ministry of 
Pensions are being transferred partly to the Ministry of 
National Insurance—henceforth the Ministry of Pensions 
and National Insurance—and partly to the Ministry of 
Health, which will be responsible for the provision of 
hospital treatment for war pensioners in the existing 
hospitals of the Ministry of Pensions and also in those of 
the National Health Service. The Ministry of Health 
has now issued a memorandum dealing with the 
arrangements for the treatment of pensioners. 

As already announced in Parliament, the Government 
have decided that priority shall be given to pensioners 
needing examination or treatment for their accepted 
disability at all hospitals in the National Health Service, 
subject only to the needs of other urgent cases which 
must clearly take precedence. The memorandum asks 
regional hospital boards and hospital management 
committees to take steps to ensure that pensioners needing 
examination or treatment as outpatients or admission 
as inpatients are given priority in this way. This priority 
should be given to pensioners only if the need is related 
to the pensioner’s accepted disability, and not to other 
conditions, and general practitioners are being asked to 
make it clear, in referring pensioner to hospital, when the 
condition requiring attention is connected with the 
disability. The admission of a pensioner, or his accept- 
ance for examination or treatment as an outpatient on 
the request of a general practitioner, should be reported 
to the War Pensions Office of the Ministry of Pensions 
and National Insurance, as from Aug. 31. 


LOAN OF PATIENTS’ RECORDS 


THe Ministry of Health, in a memorandum issued this 
week, sets out revised procedures for the loan of patients’ 
records to the combined Ministry of Pensions and National 
Insurance. The new scheme will come into operation 
on Aug. 31. 

Requests for patients’ records will come from medical 
officers of the Ministry of Pensions and National Insurance 
in connection with either : 


(a) claims for disablement benefit under the National 
Insurance (Industrial Injuries) Act, 1946; or 

(b) the need for determining a person’s entitlement to a 
disability pension (war pension) and the assessment of the 


degree of disablement. The patients concerned are those who 
have received hospital treatment for wounds, injuries, 
diseases, or mental illness which may be due to or aggravated 
by enemy action or by service in the Armed Forces, Merchant 
Navy, Civil Defence Force, or Women’s Auxiliary Services. 
The Ministry of Pensions and National Insurance is 
prepared to give an assurance in each case that the 
consent of the patient to the loan of his records has been 
given in writing. Special provisions are laid down for 
the case of a patient in a mental hospital or a hospital 
approved under section 1 of the Mental Treatment Act, 
1930, or under treatment at outpatient clinics associated 
with these hospitals. Records will be treated as con- 
fidential and will be handled only by medical officers 
(and their confidential lay staff), by boarding doctors 
and consultants, and (on appeal) by the members of the 
Appeal Tribunal. An assurance has been given that if 
the papers include X-ray films special care will be taken 
of them. The case-papers, or any copies or extracts that 
may be made, are not accessible to unauthorised persons, 
and are not revealed to the patient except in case of 
appeal, when only the parts relevant to the appeal are 
disclosed, subject to special scrutiny to ensure that no 
information which may be harmful is given to him. 








Niatitnias and the Law 





Too Easy Morphine 


PRACTITIONERS unfamiliar with the stratagems of 
drug-addicts might take warning from a case lately 
before the magistrates at Shoreham.’ Charles John 
Powell, described as a catering manager, pleaded not 
guilty to two charges of being an unauthorised person in 
possession of morphine in violation of the Dangerous 
Drugs Acts and the regulations made thereunder. He 
later changed his plea to one of guilty, and the case was 
remitted to quarter sessions for sentence. Three doctors, 
it was alleged, had given him National Health Service 
prescriptions for morphine tablets. Dr. A, according 
to the prosecution, had prescribed the drug, knowing 
Powell to be an addict; Powell had said he became 
addicted to morphine while abroad and had been under 
treatment by his regular doctor in London; he had 
been given a supply for his stay in Lancing, but had 
exhausted his supply. Dr. B was informed by Powell 
that he had had a painful operation in Portugal which 
caused him to become an addict; Powell spoke of 
treatment by his London doctor. To Dr. C, Powell said 
he was on holiday and had run short of morphine in 
the course of treatment for addiction; Dr. C asked 
why he had not brought a letter from his regular doctor, 
and Powell said he would get a letter. 

Giving evidence before the magistrates, Powell said 
his story to Dr. A was untrue. Dr. A had prescribed 
morphine for him ; up to that time he had not touched 
the drug for four years; he went to the other doctors 
because Dr. A did not give him enough. A police inspector 
read a list of Powell’s previous convictions, some being 
for unlawful possession of morphine. Powell, he said, 
had in 1931 represented himself to be a medical practi- 
tioner and had acted as a ship’s doctor on a voyage to 
Australia. 

Further comment on Powell’s offence must be with- 
held until quarter sessions have dealt with him. Mean- 
while practitioners whose experience has not made them 
waywise in this particular matter may note what is 
likely to happen to them if they give too ready credence. 
In the absence of any better defence against the charge 
of being in unauthorised possession of drugs, it is not 
unusual for the accused to put all possible blame on 
the doctor. 





1. Sussex Daily News, July 21. 
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The Widdicombe File 


I. SHOULD BABY BE CIRCUMCISED? 
DeaR Sire DANIEL, 


Herewith Mrs. T. C. who wishes her firstborn circum- 
cised.’ 

I hope you remember me. The last time we met was 
at no. 4 New Zealand Field Ambulance at Sidi Bou Ali 
in April, 1943. I have just entered a partnership of 
four in this town and, so far, enjoy the life of a G.P. 


Yours sincerely, 
W. B. St. C. Brewer. 


* * * 


Dear Bri, 


I remember you well, and am glad to hear that you 
are happily settled. 


Baby C. is a fine specimen. He has the long non- 
retractile prepuce of the normal newborn male infant ; 
that it is not worrying him or obstructing the flow of 
urine he demonstrated to his own satisfaction and the 
discomfiture of one of my dressers. He will be circum- 
cised at Minor Operations on Saturday ; and his mother 
will be satisfied. I am not; and since I have had a short 
morning and dealt with all the letters but yours, I feel 
inclined to use the time, the opportunity, and the 
services of an expert stenographer, to send you an essay 
on Circumcision. What is the prepuce and why is it 
there? Why does Man remove it? How often is 
circumcision necessary on surgical grounds? Does 
routine circumcision do any good? Does it do any 
harm? What should be the attitude of the doctor 
towards this first step in surgical handicraft ? These are 
some of the questions I should like to answer. 


The mammalian penis serves the double purpose of 
urination and generation. For the first purpose it remains 
flaccid, for the second it becomes rigid and elongated. 
Its shape, structure, and length vary widely in different 
species,” but in all it is contained in a sheath, within 
which it remains while it is flaccid and from which it is 
protruded when erected for coitus. 


The human prepuce is the representative in Man of the 
sheath in other mammals—a covering protecting the 
glans penis, which is part of the mechanism of generation. 
The glans belongs to the group of special sense organs. 
It is almost insensitive to light touch, has no sense of 
tactile discrimination, and no appreciation of heat and 
cold, and it interprets painful stimuli (such as a pin- 
prick) only as a vaguely unpleasant contact ; but under 
appropriate stimulation it is capable of receiving 
pleasurable sensations that, when they have reached a 
certain pitch of intensity, take charge of the whole 
behaviour of the individual and lead to a series of 
uncontrollable actions that complete the most important 
function in the life-cycle of the individual—the act 
of sexual union. The preservation, undulled and 
undiminished, of this special sense, and the guarding of 
the mucous membrane in which it resides from constant 
exposure and a dulling of its sensibility, is of paramount 
importance from the point of view of survival of the race. 
This then is the biological purpose of the prepuce. 


A second less important function is in the act of coitus 
itself. The erect uncircumcised penis enters the vagina 
without effort or at any rate without friction, the prepuce 
unfolding as the penis advances and each part of it 
remaining in contact with successive areas of the vaginal 
valls, till finally the uncovered glans lies at the cervix. 
‘Che circumcised penis, deprived of this self-tracking 
nechanism, is introduced to the accompaniment of 
‘riction between penile skin and vaginal mucous mem- 


brane. It is the difference between slipping the foot into 
a sock that has been rolled up and one that is held open 
by the top. 

The human foreskin, then, is neither vestigial nor 
useless. It is part of the normal mechanism of repro- 
duction, and without it sexual desire is to some extent 
blunted, and the performance of the sexual act—at any 
rate the first act of coitus between the virgin male and 
the virgin female—made more difficult. 





Why is the operation of circumcision practised? As 
well ask : Why do races all over the world make symbols 
of the egg and the hare in the spring, the bonfire in the 
autumn, and the evergreen tree in midwinter? Two 
origins of circumcision at least can be traced. It is part 
of the ritual of mutilation by which the young male, and 
less often the young female, is called upon to suffer and 
give proof of courage, by which they are admitted to the 
privileges of the tribe or the estate of manhood or 
womanhood. In this respect it must be grouped with the 
various forms of tribal markings by burning or incision, 
with the piercing or slitting of other prominent folds of 
skin, the ears, the lips, the nostrils. It is also performed 
to reduce sexual desire, to make the man a better warrior 
for his tribe, a more faithful husband to his wife, a less 
frequent disturber of the harmony of the society in which 
he lives. In Africa female circumcision is widely 
practised with the intention of making the woman 
chaste, a faithful wife and servant to her husband. The 
distribution of circumcision over the surface of the globe 
is irregular, and can be traced to the influence of race, 
the conqueror imposing the practice on his subjects. 
Circumcision is universal in the Semitic races, and has 
been taken by the Arab to all the seacoasts of Africa and 
by the Jew to all parts of the world. The age at which 
it is practised also varies. Among the Jews and Arabs 
the male infant is circumcised soon after birth ; among 
the Central African tribes that practice circumcision 
(and many do not), the rite is performed every three or 
four years on all males who have reached puberty since 
the last circumcision, and these young men pass through 
the various stages of tribal life—the warrior, the parent, 
the farmer, the statesman, the priest—as one group 
known by the year of their circumcision. 


How often is circumcision necessary on surgical 
grounds? Here we must distinguish between circum- 
cision in adult life, or at any rate after puberty, and 
circumcision in infancy. In the adult the unhealthy 
prepuce should be removed, and no sentimental embryo- 
logical, racial, or psychological arguments are strong 
enough to offset the general surgical principle that 
unhealthy tissue should be removed. Circumcision in the 
adult should be performed for phimosis, for balanitis, 
for venereal or other preputial warts, and for early 
epithelioma as the first step in a course of treatment 
whose main plank is radiotherapy. True . phimosis— 
that is a non-retractable and not merely a non-retracted 
prepuce—is seen only in adolescent and adult life. The 
infant prepuce cannot be retracted without force and 
should not be retracted, but retraction,comes normally 
in the years of childhood, without any maternal or 
medical assistance, and by puberty the non-retractable 
prepuce occurs in less than one in a hundred, and true 
phimosis—that is the prepuce with a fibrous stricture 
at the orifice—in perhaps one in a thousand. 


The reasons advanced in favour of circumcision in 
infancy are a strange mixture of taboos handed down 
from the dawn of history, of Bible training, of midwives’ 
and other old wives’ medicine, and of the unthinking 
advice of those storehouses of unexpurgated tradition, 
the surgical textbooks. The baby sent to outpatients is 
usually accompanied by a note to say he has phimosis 
(I was glad to see that you did not perjure yourself to 
this extent). Is there such a thing as a baby with 
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phimosis ? I am old enough to have taught your father, 
and I have never seen one. The penis is developed as a 
solid bud, prepuce and all, and the urethra is formed as 
an infolding of its under surface. Only late in fetal life 
does a line of cleavage appear to mark off the future 
prepuce from the future glans, and at birth this plane 
is a visible division but not a free space, and the newborn 
baby has a prepuce projecting at least half an inch beyond 
the glans and forming a little corrugated tube, like the 
empty csophagus or anal canal. He passes water freely 
and often. He may scream in doing so, but it does not 
follow that he has phimosis. Babies scream for all sorts 
of reasons, usually because they have a silly mother 
and ‘‘ they know it teases.’’ They may scream in passing 
water because it hurts, as it may if the urine is highly 
acid, but not because the outflow is obstructed at the 
preputial orifice. The urinary apparatus may be con- 
genitally obstructed at the lower ends of the ureters, 
in the prostatic urethra, at the meatus, but never at the 
prepuce. 


The very shaky science of the arguments in favour of 
wholesale infant circumcision is often supported by the 
statement, itself unsupported by any scientific evidence, 
that the circumcised are less liable to disease, particularly 
that they are less likely to get venereal disease and 
cancer. The first statement is untrue. You were long 
enough in Middle East to know that our circumcised 
allies were the most enthusiastic supporters of the v.p. 
departments. The second is true to the extent that 
cancer usually starts in the prepuce near the corona. 
But cancer of the penis is a rare disease. Five thousand 
men die every week in England, and only four of them 
die of penile cancer. The possible relation of the prepuce 
to the onset of venereal or malignant disease is that it 
may render the penis more liable to single or repeated 
trauma. But the penis protected by a normal retractile 
prepuce undergoes less trauma in coitus and less repeated 
irritation by exposure than the circumcised one. Disease 
is possibly commoner in the adult with phimosis than in 
the circumcised ; but in the normal uncircumcised it is 
if anything less common. 


Does circumcision in infancy do any harm ? 
Undoubtedly. Firstly, like all operations that are 
looked upon as easy, it is often very badly done. The 
Rabbinical method in the hands of the rabbi is safe, 
speedy, and satisfactory, but seldom sightly ; done by 
the Gentile working from textbook description, it is one 
of the worst. Ritual circumcision depends on cutting 
off both layers in one sweep, and turning the cuff of 
mucous membrane down, where it is bandaged without 
sutures and allowed to unite. If the removal of skin 
has been inadequate, if the cuff of mucous membrane 
comes forward again as it often does and the two unite 
by granulation, the result is appalling, a half-length 
prepuce ending in a fibrotic ring attached to the glans 
half-way up. Cireumcision by proper surgical technique, 
with trimming of the surfaces to the exact length and 
slope required, careful arrest of all hemorrhage, and 
suture of the cut edges with plastic delicacy, gives much 
better results ; but it may be disastrous in the hands 
of those who are not surgeons and know no technique. 
Unless the prepuce is freed completely from the glans 
before division, the meatus can be sliced off in the cut 
and a stricture that can never be satisfactorily overcome 
is produced. 

Apart from those evil results which are due to imperfect 
workmanship, there are the fairly common minor 
troubles that follow because a stupid and unnecessary 
operation has been done, a normal mechanism has been 
destroyed, and a delicate surface has been exposed to 
the air and to friction four or five years before it should 
be exposed. Eczema of the glans and meatus is not 
rare in the newly circumcised infant; it needs careful 
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treatment with ointment and sometimes leads to scarring 
and narrowing of the meatus. 

Those are the facts. But we must not break our hearts 
by putting too much of them into a fruitless crusade 
against infant circumcision. Fruitless it will be, for the 
medicine of the jungle and the witch-doctor, the teaching 
of the Bible and the Koran, the traditional science of the 
midwife, the health visitor, and the Home Medical 
Dictionary, are all against us. None the less, let us keep 
our own sanity. When we meet those who advocate this 
mutilation, let us ask them why they do it and again 
why: they have seldom asked themselves. When we 
meet a young mother whose mind is her own and not 
someone else’s granrophone record, let us ask her if she 
thinks it likely that Nature would bring 1000 English 
children into the world every day, well formed in all 
respects except this one; if it is not more likely that 
Nature is right and the folk-medicine that tries to 
improve on her is wrong. And when, as we often must, 
we have to give way to folly for the sake of peace of 
mind—our own, that of the mother, that of the school 
doctor—let us not commit the sin against the Holy Ghost 
by concealing from ourselves that it is foolish. 


Your old friend, 


DANIEL WHIDDON. 
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HYGIENE IN HOSPITAL KITCHENS 

In recent years a big increase in the incidence of 
food-poisoning has focused attention on the need for 
better kitchen hygiene. It might be thought that 
hospitals would be giving a lead in this direction, but 
unfortunately they are not. There are a few compara- 
tively modern hospitals, where conditions are first-class, 
but in most British hospitals the kitchens have few 
facilities for the personal hygiene of the workers, and 
the layout makes it hard to maintain proper cleanliness 
and freedom from contamination by insects, animals, and 
even birds. Those whose duties take them to visit 
hospital kitchens are continually appalled at what they 
see, even in the big cities. Such conditions have been 
reflected in numerous outbreaks of food-poisoning and 
dysentery in hospitals. 

One reason for slowness in introducing modern hygiene 
into hospital kitchens has been the lack of any official 
contact between the medical and catering staff. Whereas 
industrial canteens are subject to medical inspection, 
hospital kitchens have been entirely exempt and the 
medical officer of health has no access to them. Only 
at a few hospitals, notably St. Bartholomew’s, has it 
been arranged that one of the senior staff—usually the 
bacteriologist—shall act as hygiene officer, having access 
to every part of the hospital and making a regular 
report to the board of governors: Though responsibility 
for cleanliness in the preparation and storage of food 
rests with the catering officer, it must be remembered 
that many were trained at a time when there was less 
emphasis on food hygiene. 

The present difficulties have led the Ministry of Health 
to issue a practical memorandum on the subject in 1951, 
and another one recently... The Ministry suggest that 
boards of governors and hospital management committees 
should appoint a suitable member of the medical staff in 
each hospital to advise on hygiene in kitchens, wards, 
dining-rooms, and stores, and to give guidance to the 
catering officer, who may also, if he wishes, seek the 
codperation of the medical officer of health. 


Chemical poisoning of food is nowadays uncommon, but 
when it occurs is usually the result of keeping cooked acid 





1. Circular RHB(51)86; HMc(51)79: BGe(51)82. 
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fruit for several hours in metal containers. Zinc poisoning 
is the commonest type, but trouble can result from the use 
of vessels made from any metal poisonous to man. Bacterial 
food-poisoning may, of course, result either from the ingestion 
of harmful organisms (usually of the salmonella group) present 
in food, or from exotoxins produced in the food by bacteria 
(often staphylococci) which are not themselves usually harmful 
when taken by mouth. The former of these two types of 
bacterial poisoning can be largely avoided by strict personal 
hygiene on the part of those who handle food. Human 
carriers of salmonella organisms are rarely conscious of the 
risk, and precautions, to be effective, must be habitual. In 
our Own interests, as well as in the interests of others, every- 
one should invariably wash his hands after visiting the water- 
closet. It cannot be too strongly emphasised that it is well- 
nigh impossible to avoid contamination of the hands with 
fecal organisms when the ordinary acts of urination or 
defecation are performed. 


The new circular points out that the type of poisoning 
caused by the exotoxins of bacteria commonly follows 
the consumption of cooked meats, custards, creams, and 
other cooked foods containing protein. 


The food has commonly been allowed to stand for some 
hours in a warm atmosphere which has favoured the growth 
of bacteria. If such foods are kept in a refrigerator the 
bacteria cannot multiply or produce toxins. Staphylococci, 
which are commonly responsible, are found in the air and 
dust of rooms, on hands, and under fingernails, and often 
in a particularly virulent form in droplets from the nose and 
mouth of people suffering from catarrh, in boils, and in 
discharges from infected ears or infected sores on fingers. 


The kitchen staff naturally seldom realise that the 
safety of those they are feeding depends very largely 
on the faithfulness with which they observe rules about 
washing, and about the protection and storage of food. 
They must be taught never to touch food ready for the 
table—particularly cooked foods such as meat—but 
always to use knife, fork, spoon, or food-slice. They 
must also be got to realise that ‘“‘ keeping warm” is a 
dangerous practice, encouraging the growth of bacteria, 
and that infection can spread from one item of food to 
another, and from one damp cloth to another. Tea 
towels are not needed if a dish-washing machine is 
provided ; but if they have to be used they must be 
supplied freshly laundered daily, and washed and dried 
after each meal. Dish-cloths and floor-cloths should be 
daily boiled. 

It is not enough for the doctors to be aware of all 
this: the facts have to be conveyed—and conveyed 
imaginatively—to kitchen workers of various grades of 
intelligence, and sometimes of varied nationalities. The 
circular suggests that the information should be given 
in short simple talks, either by the doctor responsible 
for catering hygiene, or by the medical officer of health 
or one of his staff. These talks will have to be repeated 
from time to time, so that all newcomers hear them, 
and old hands have no chance to forget them. The 
Ministry have compiled a list of filmstrips, leaflets, and 
posters which can be used in such instruction, and 
helpful advice can also be obtained from the King 
Edward VII Hospital Fund. The responsibility for 

eeing that the suggested precautions are carried out 
should lie with the catering officer, but he will be quite 
unable to fulfil it unless, as the Ministry again insist, 
wash-basins, supplied with ample hot water, soap, nail- 
brushes and clean toweis, are provided in or near the 
kitchens, so that staff can put into practice the lessons 
learnt. The cost of installing these should not be great 
and merits the highest priority among minor capital 
expenses. 

It is to be hoped that medical staff committees will 
ensure that these recommendations are given effect and 

hat their hospital kitchens give a real lead in this 
imple, common-sense aspect of preventive medicine. 
Much distressing illness—and even fatal illness—can thus 
e prevented. 
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Poliomyelitis 
Poliomyelitis notifications (uncorrected) in the week 
ended Aug. 1 (the 30th week of the year) were (previous 
week in parentheses): paralytic, 167 (151); non- 
paralytic, 103 (115) ; total, 270 (266). 
The following table compares this year with the 
preceding six years: 
Total cases up to and 





Year including 30th week Cases in 30th week 
1947 336 

1948 39 

1949 169 

1950 306 

1951 2 

1952 s 252 

1953 ‘. 1959 270 


The smallness of the rise in total notifications is 
reassuring, even though there was an increase of 16 in 
paralytic cases. The curve of incidence this year is now 
not very different from that in 1952, although the 
seasonal rise started earlier and the figures are at a 
slightly higher level. 

As a precautionary measure, two units for the treat- 
ment of bulbar paralysis are being set up at Belvedere 
and Ruchill Hospitals, Glasgow. In the outbreak in 
Northern Ireland, the number of confirmed cases of 
poliomyelitis in Londonderry Fever Hospital on Aug. 4 
was 35.2, Another 5 patients were under observation. 


Report on -Pneumoconiosis 


The Industrial Injuries Advisory Council has made its 
report * on the method of prescribing pneumoconiosis 
as an industrial disease for which industrial-injuries 
benefits can be paid. Asked in the House of Commons 
what action he proposed to take on the report, Mr. Osbert 
Peake, Minister of National Insurance, said he would 
be referring to the council drafts of the regulations 
required to give effect to their recommendations as soon 
as possible. At present, benefit for pneumoconiosis under 
the National Insurance (Industrial Injuries) Act can 
be paid only to persons who, since July 5, 1948, have 
worked in certain occupations (known as scheduled 
occupations). The report recommends that benefit 
should be made available to persons who have contracted 
the disease from other occupations in which they have 
worked since this date; and that disablement benefit 
of 5s. 6d. a week should be paid in cases where the 
disablement from the disease has been assessed at 
between 1% and 10%. Hitherto no benefit has been 
payable on an assessment of less than 5%. 


Food-poisoning in Wakefield 


In an outbreak of salmonella food-poisoning in Wake- 
field, 203 people have been infected. The organism has 
been traced to a carrier in a bakehouse where pork pies 
were made. The manufacturers have closed the premises 
involved, and 5 people have been forbidden to handle 
food for the time being. At an inquest ® on a 78-year- 
old man, whose death was said to have been accelerated 
by food-poisoning, Dr. C. G. K. Thompson, medical 
officer of health for Wakefield, said that all the cases 
had been traced to the one source. It was probable that 
the organisms had multiplied considerably after the 
gravy had been poured into the pies. 


Decline in Infant Mortality 


Figures published by the World Health Organisation,*® 
show that there has been a steady decline in infant 
mortality in most countries of the world since 1938. 
But infant mortality soared during the late war in the 
countries most heavily involved in the fighting. The 
pre-war data show that from 3% to 24% of live-born 
children, in the various countries covered by the report, 
died before they were one year old. In 1952, the range 
was 2% to 16%. 

1. Glasgow Herald, July 27, 1953. 

2. Times, Aug. 5, 1953. ; 

3. National Insurance (Industrial Injuries) Act, 1946. Pneumo- 
coniosis. Report of the Industrial Injuries Advisory Council. 
Cmd. 8866. H.M. Stationery Office. Pp. 23. 9d. 


4. Times, Aug. 8, 1953. 
5. Yorkshire Observer, Aug. 6, 1953. 
6. Epidem. vital Statist. Rep. 6, nos. 5—6. 


Kemer 
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A Running Commentary by Peripatetic Correspondents 


| FIND it annoying to suffer from a condition that 
does not exist, and before I am written off as functional 
I should like to record my medical history. 

When about six years old, I first noticed an extraordinary 
uneasiness in the legs which came on in bed at night and 
made it difficult to find a comfortable position. This occurred 
on and off at intervals of a few months for some years, and 
then one night, while an anatomy student, I discovered that 
this uneasiness was due to small focal areas of acute tenderness 
in the leg muscles. These were improved by deep massage. 
By my twenties, the tender spots had become most prominent 
in the neck, shoulder girdle, and the origins of the muscles 
of the forearms, though also at times to be found in such 
sites as the chest and abdominal wall, scalp and the sides 
of the phalanges—not adjacent to the interphalangeal joints. 
These phenomena were most evident when there was a 
change from fine to damp weather, and, since one side of 
the body was often worse affected than the other, might 
lead to torticollis. 


A further catalogue of my symptoms would be tedious, 
but a few physicians of the old school may have met 
with similar complaints. The curious thing is that the 
condition which causes these symptoms has ceased to 
exist. Like electric chorea or the sweating sickness it 
has been banished from contemporary medicine—except 
as a subject suitable for these columns. <A few weeks 
ago it was laughed out of existence. In fairness, I should 
add that it has been suggested that such symptoms 
may be due to intervertebral-disc lesions, but that does 
not explain why my forehead and malar areas become 
painful during these attacks (supplied by the first and 
second branches of the fifth cranial nerve). At my 
chest clinic I see quite a large number of young, healthy 
people complaining of pain in the chest or abdomen 
who have tenderness of identical distribution, and their 
symptoms are also affected by the weather. The con- 
dition does not seem to be inflammatory and the B.s.R. 
is normal. 

If it is not an “‘ —itis ’ it must be an ‘‘ —osis,”’ shall 
we say “ anonymosis,”’ since “ alotothis”’ and “ incog- 
nitis’’ have lately been recognised as entities. By the 
way, it used to be called fibrositis. 


, “ 


* * * 


The gardener, particularly the town gardener, on 
holiday in France is like a diabetic visiting a sweetshop. 
The droppings of horses, cows, sheep, and, in the 
Pyrénées, mules and donkeys seem to be everywhere 

unswept, uncomposted, undung—until the English 
motorist is tempted to fill up his boot with the semi- 
precious stuff and tell those who complain that he’s 
a Camembert addict. The tremendous hydro-electric 
schemes all over the Pyrénées are not only changing 
the landscape but bring surprises to the tourist. Trains 
of pack mules recall memories of the wars, and remote 
valleys throw up sinister-looking Algerians, as well as 
the silver sprays of Saxifraga longifolia. A blue patch 
on a high alp turns out to be not Gent. verna but spivea 

a little man in a natty bright blue suit with bare feet 
in bedroom slippers plastered with dung and a fibre 
suitcase apparently filled with tinned kous-kous or kebab. 

The real interest in all this to the public-health chap 
is in the victorious progress of D.D.T. In Gavarnie, which 
has as many horses, mules, and donkeys as inhabitants, 
the flies settle on you in a black cloud outside the village 
but in no hotel, café, or shop did I see a single fly. I 
remember, too, having a meal at the airport at Marignane 
near Marseilles towards the end of the war and finding 
life unbearable from flies and mosquitoes: last year not 
one was to be seen. 

Besides saving lives and ill health by reducing malaria, 
typhus, and summer diarrhea, the persistent insecticides 
have created a social revolution comparable to the 
disappearance of head-lice from polite society. A fly 
in a Soho restaurant is now a slightly shocking pheno- 
menon; in our youth they were the normal accompani- 
ment to such a meal. Every schoolboy knows about 
the discovery of penicillin, yet how many know that 
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a German 19th-century chemist, a Swiss pharmaceutical! 
firm, and an Anglo-American war-time research team 
combined to rid us of our ancient enemy ; indeed I’m not 
sure I’ve got it right myself and it is high time that 
someone told the story. 

* * * 

When the patients have been sorted out, ears syringed, 
whitlows lanced, screaming children coaxed into stetho- 
scopic silence, and all have returned home comforted or 
disquieted, I am left in the strange stillness of a deserted 
surgery wondering what, in two crowded hours, I have 
achieved. It is then, in that vulnerable and unguarded 
moment of tired uncertainty that I look out through the 
window at the broad summer sky and have already, in 
my mind’s eye, selected the likeliest stretch of river for 
the evening’s fishing. 

As I. pass down through the fields of high barley 
the cares and vexations of the day withdraw swiftly and 
slyly, like imps who feel discomforted by the prospect 
of a quiet and unhurried hour. I sit on the bank— 
immovable as a monk in prayer—and survey with critical 
eye wind and cloud and water, After this necessary 
period of absorption I select a tiny fly and attach it with 
meticulous care to a thin ‘ Nylon’ cast. I step softly 
into the moving water—making no ripple: a river is 
a shy and trembling thing. I cast my line lightly over the 
skin of the water and at every cast expect the snap and 
tug and dive of a fish tricked into capture. A heron 
lifts herself with grave Oriental dignity into the high 
pines and the swallows dip and curve and flash. 

After two hours I return through the darkening 
fields of high barley with nothing in my bag: it is my 
customary cateh. Nothing? Try it, my tired and over- 
burthened colleague, and your coronary may yet be 
postponed. 


* * * 


It is a well-known and incontrovertible fact, not to be 
refuted by a mere statistical account of the true state of 
affairs, that since the introduction of the health service, 
the incidence of minor surgical complaints has multiplied 
a hundredfold. Though all surgeons are working five 
times as hard as they did before 1948, the delay between 
being seen in the outpatients and being admitted for 
treatment tends to get longer and longer. On the other 
hand, patients in mental hospitals are being better served 
as regards their incidental afflictions than ever before. 
This apparent anomaly of a State service leaves room for 
private enterprise. 

A lady who had been more or less patiently waiting 
for over two years for an operation for her varicose veins, 
began to despair of ever hearing from the Infirmary. 
Accordingly she 

(a) had herself admitted to the local mental hospital as a 
voluntary patient 

(6) complained of her varicose veins 

(c) bad these seen and operated on by the visiting surgeon 
within 10 days 

(d) discharged herself from hospital and 

(e) notified the Infirmary that she no longer needed 
treatment. 


Scepticism has been expressed as to the validity of 
the diagnosis of mental weakness which set off this train 
of events. 

* * * 


If a non-Englishman is allowed a word in this private 
column of yours, what should he say but that once a 
week he feels to be (indeed he is) in England. Before he 
became a reader of the little bits of English prose (or 
poetry ?) by your peripatetic correspondents, he used 
to say he had never crossed the Channel; he simply 
knew England from the pictures of his mind. But 
now he sees more of you than you can perhaps imagine, 
so human are these “ running commentaries,” in their 
everyday language—a language you can’t enjoy in othe 
writers (even perhaps the greatest) when their first 
ambition seems to be their literary achievement. 

All medical people, of course; but the world is around 
the profession, from the people in the country, the big 
city crowds, the Britishers overseas, and so on. You 
correspondents may like to know that they have made 
friends abroad who wait from week to week to see more, 
and make more, and love more of your country. 
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Letters to the Editor 





PREVENTION OF POLIOMYELITIS 


Str,—Dr. Agerholm in your last issue advocates 
yet stricter isolation of suspected cases of poliomyelitis, 
and quarantine for contacts. The validity of these views, 
however, depends on questions which cannot yet be 
answered. What we require to know is what happens 
to the immunological state of the 99% of contacts who 
develop no illness, and of the 99-9% of the population 
who are apparently untouched by severe outbreaks of 
poliomyelitis. 

Dr. Agerholm argues that over half of the Isle of 
Wight cases could have been prevented by quarantine 
measures ; but let us suppose that such measures would 
also halve the number of contacts who acquire immunity 
without being ill—what then ? Let us suppose that over 
half the inhabitants of the Isle of Wight have, as a result 
of the outbreak, developed immunity to this ‘“‘ new”’ 
virus, then the Isle of Wight may see little of the disease 
for several years to come. Under such circumstances 
the final sum would be very different from Dr. Agerholm’s 
figures. Modern methods of virus research could solve 
these questions once and for all: the cost would be 
high, but few research problems can be more worth 
doing. In the meantime let us ensure that the fashionable 
insistence on isolation does not result in cases of polio- 
myelitis being isolated also from important medical 
facilities. 

Department of Neurology, 


United Oxford Hospitals. W. Ritcuie RUSSELL. 


SHORTAGE OF CASUALTY OFFICERS 


Sir,—The shortage of casualty officers in regional 
hospitals has engaged the attention of the B.M.A. at 
Cardiff and of the House of Commons at question time. 
In both assemblies there has been some suggestion that 
it could be remedied by offers of higher pay. Actually 
there seems no reason to suppose that the question 
of rates of pay has any relevance. The simple fact is 
that all medical students now have to fill two house 
jobs of six months each before registration ; for this 
purpose the post of casualty officer is not recognised. 
Naturally it attracts no applicants. 

It is difficult to understand why the post of casualty 
officer is not so recognised. With the passing of the 
honeymoon period of the N.H.S., the vast majority of 
new entrants to medicine in this country now look 
forward to-a life in general practice. The casualty 
department is exactly the place where they may gain 
experience in the sort of work they will be called upon 
to do in general practice. 

It has been objected that in the casualty department 
the preregistration practitioner will not receive proper 
instruction. But there are few casualty departments in 
regional hospitals in which the opinion and assistance of 
a senior registrar or consultant is not readily obtainable, 
and probably none in which the help and advice of a 
nursing sister of vast experience and wisdom is not 
always available. 

Many regional hospitals have been forced to seek 
assistance, on a sessional basis, from general practitioners 
in the running of their casualty departments. The 
expedient in many hospitals is working well; it has the 
great advantage of bringing the G.P. back again into 
the hospital; but it is expensive, and furthermore the 
absence of a resident casualty officer deprives the rest 
of the resident staff of one extra pair of hands to help 
in the general work of the hospital. 

The ideal would appear to be the perpetuation of 
the presence in the casualty departments of regional 
hospitals of a certain number of experienced G.P.s 
working on a sessional arrangement, together with 
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a resident casualty officer. The G.P.s would benefit by 
their contacts with the hospital and the casualty officer 
by his contact with the G.P.s. 

But this can only be made possible by the recog- 
nition of the post of casualty officer as one of those 
qualifying for registration. And what is there against it ? 

Tettenhall, Wolverhampton. 8. C. DYKE. 


HOSPITAL COSTING 


Srr,—In answer to Dr. Avery Jones’s letter of July 25 
may I emphasise that my comments on bed occupancy 
are based upon figures and not fancy. In my last letter 
I wrote, ‘‘ I have, in fact, detailed figures for the surgical 
division of one hospital at which I work where a greatly 
increased turnover has been associated with a decreased 
pefcentage occupancy figure,’ but you, Sir, shortened 
this to “In the surgical division of one hospital at 
which I work a greatly, &c.”’ Despite this alteration, 
to which I had agreed, I think that it was made perfectly 
clear that my comments were not based on impressions. 
I shall be pleased to show Dr. Avery Jones these figures 
any time, but may I remind him that this particular 
point was merely one of several which I made in my 
previous letters. It would occupy too much of your 
valuable space to reiterate the various aspects of this 
problem to which I have drawn attention. Dr. Avery 
Jones has already changed his tack from contending that 
low bed occupancy is a “large-scale extravagance ’’ to 
@ mere suspicion that ‘‘ wide variations in these indices 
mainly correlate with the numerical adequacy of the 
medical and nursing staff,’ and I am satisfied that he 
has forsaken his original contention. 

Dr. Avery Jones, in the last paragraph of his letter, 
states that ‘‘ Some people—and Mr. Murley appears to 
be one of them—dislike the presentation of any figures 
... because they feel that such figures may be dangerously 
used by central authorities.” I have not expressed 
this view but it certainly does seem that such figures can 
be used crassly even by clinicians. 

Dr. Avery Jones does me less than justice when he 
accuses me of ‘‘ minimising”’’ the difficulties of hospital 
waiting-lists. .I was at pains to explain that the total 
figure was almost certainly less than that quoted by 
Dr. Avery Jones, and I emphasised the importance of 
providing fuller information. I am too well aware of 
these difficulties from my own personal experience to 
wish to minimise them, and my own waiting-lists have 
required vigorous action. We do need more information 
and I believe the King’s Fund may supply it. In the 
meantime loose talk about ‘ large-scale extravagance ”’ 
and a “ national waiting-list of 500,000 ’’ are reminiscent 
of some of the more emotional Parliamentary debates 
on the health service. 


West Wittering, ~ ‘ ‘4 
Sussex. R. S. MuRLEY. 


IN ANTARCTIC WATERS 


Srr,—I was most interested to read the article by the 
medical officer of the Falkland Islands in your issue of 
Aug. 1l—a particularly pleasant surprise to those 
interested in non-medical matters ! 


Others, who will no doubt have equally enjoyed this 
diversion from more technical affairs, may like to know that 
many modern whale-catchers are not only fitted with “ wire- 
less, radiotelephone, radar, and echelot,” as Dr. Hillenbrand 
states, but also with the very latest device for whale-catching 
—an echo whale-finder. This remarkable instrument has been 
developed from the ordinary echo-sounder (used now on all 
ships of any size instead of the old sounding machine) and 
it plays a vital part in keeping the gunner informed of the 
whale’s movements below the surface of the sea. During 
the 74-day Antarctic pelagic whaling season which ended 
recently, eleven catchers were fitted with this new instrument. 


London S.W.1. VERA M. Burtt. 
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PREVENTION OF DUST DISEASES 


Sir,—Anyone who has to deal with the problems 
associated with the pollution of the atmosphere will 
welcome the survey by Dr. McLaughlin (July 11 and 18), 
and will be grateful to Dr. Joules for his letter last week. 
I must assure Dr. Joules, however, that things are much 
better in Sheffield than they were in the past, as our 
records, for both lung diseases and for smoke, show in 
comparison with other large towns. 

There is in Sheffield possibly the greatest accretion 
of heavy industry in the world, and it cannot be denied 
that dust diseases have taken their toll of Sheffield men. 
The local authority, together with our neighbouring 
authorities, have been trying, not unsuccessfully, over a 
number of years to improve the conditions: many 
industrialists have made important contributions at-no 
small expense, but very much remains to be done. 

The point I wish to make is that though there is much 
evidence to prove that smoke can be avoided the present 
legal powers are inadequate to deal with our problem. 
The householder in Sheffield is far from being the most 
important offender, for manufacturing processes jostle 
with domestic hearths in the centre of the city ; the city 
dweller should not be expected to pay for the grievous 
mistakes of the past. There must be many other towns 
with heavy industries, which cannot be given alleviation 
by making smokeless zones. Apart from the loss of 
health and amenities from smoke and dust, surely our 
national economy requires very great efforts to be made 
to avoid wasting coal and other fuel. It appears that 
new legal powers are necessary to make both the recalci- 
trant manufacturer and the householder realise that, in 
the matter of smoke prevention, economy and the national 
wellbeing go hand in hand. 

Incidentally, we have not had any blast furnaces in 
Sheffield for about thirty years. 

LLYWELYN ROBERTS 


Sheffield. Medical Officer of Health. 


Sir,—Dr. Joules is surprised that no medical voice 
is heard from the mining areas demanding that the 
waste of human life (from industrial dust disease) 
be prevented. If Dr. Joules could be prevailed upon to 
base his calculations on necropsy reports rather than on 
X-ray findings I feel almost certain that he would 
arrive at somewhat different figures and conclusions, at 
any rate as far as the eastern end of the Welsh coalfield 
is concerned. I am sure he would then realise why 
medical men in the mining areas, who are certainly by 
no means unaware of the size and importance of the 
problem, view the position with less alarm than Dr. 
Joules apparently does. 

Abertillery, Mon. K. TRIGER. 
HALLUX VALGUS 


Sir,—I think that the most likely cause of hallux 
valgus is faulty mechanics. Wrong balance and dis- 
tribution of body-weight predispose to the development 
of the deformity. Neglected early rickets must also be 
considered. Short shoes—especially in the young— 
and stockings that are too short or tight are only a 
contributory cause, though stockings are more important 
than is generally believed. 

Children are not taught to walk or stand correctly ; 
and faulty standing will produce changes in the archi- 
tecture of the foot, and cause a certain degree of genu 
valgum. Similarly, rickets causing a genu valgum 
will, if not corrected, produce a hallux valgus. 

As a guide in assessing the correct balance, I have 
found that a line drawn through the middle of the 
patella should go through the middle of the second toe. 
When this alignment is correct there are no complaints 
about hallux valgus. 


London, S.W.4. J. E. O° LOGHLEN. 
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AN UNUSUAL TYPE OF HERNIA 


Sir,—In the discussion by Mr. Howard (Feb. 21), 
Mr. Rose (May 2), Sir Heneage Ogilvie and Dr. Hattingh 
(May 9), and Mr. Konstam (July 11), two varieties of 
inguinal hernia seem to have been considered. Both 
may appear at the superficial inguinal ring. 

One is a hernia with a small neck above the middle 
of the inguinal canal and passing through the aponeuroses 
of the internal oblique and transversus muscles. The other 
is commoner and consists in herniation through the 
conjoint tendon (Rose’s and Konstam’s cases). It is 
a variety of direct inguinal hernia, probably congenital, 
which passes through the conjoint tendon instead of 
stretching it. 

In 1816 Hesselbach ! described the ligamentum inter- 
foveolare, since known as the ligament of Hesselbach. 
This probably formed the lateral edge of the hernia 
described by Mr. Konstam and apparently common in 
young men in Nigeria. Douglas? worked on the 
anatomy of the transversus muscle and found that the 
conjoint tendon varies in development. In many cases 
it is slight and in others it is broad. Sometimes the outer 
part is detached from the rest and forms the ligament 
of Hesselbach, whilst the inner part has been called the 
ligament of Henle or the falx inguinalis. The ligament 
of Hesselbach is a downward lateral continuation of the 
fold of Douglas, or linea semicircularis, and is continuous 
with the transversus muscle. This description of the 
conjoint tendon was accepted in Quain’s Anatomy.® 
The first variety of hernia (Howard’s and Hattingh’s cases) 
is probably unconnected with the ligament of Hesselbach 
when present. 

London, E.C.1. Mito KEYNES. 


WHAT IS ULCERATIVE COLITIS? 


Srr,—Mr. Brooke asks this question (June 20). I agree 
with Mr. Lang Stevenson (Aug. 1) that he will find at 
least half the answer in a careful study of these patients’ 
mental environment—and I would add _ personality. 
The weight of opinion in the letters so far published 
seems to be against attributing various forms of colitis 
to different causes. Your correspondents have been less 
downright about ileocolitis being of the same etiology, 
and this may be because it is relatively uncommon and 
a diagnosis which cannot often be made with certainty 
unless there is an operation. There is a possibility, 
however, that ileocolitis and Crohn’s disease have the 
same or similar ztiology as the rest of the colitis group. 
I drew attention to this in 194845 and suggested that 
the gut should not be looked at as a series of segments 
but as a tube beginning at the mouth and ending at 
the anus, and that its various functions do not often 
conform to the limits set by the anatomists, but overlap. 
If one considers a disorder which indeed may be especially 
relative to this group of diseases—i.e., hyperfunction— 
and accepts for the moment that it is capable of pro- 
ducing pathological changes, the histological picture 
must vary according to the part of the gut affected, 
and to the degree and duration of the hyperfunction. 

I was led to this idea by finding a common factor in 
colitis of all types, ileocolitis, and Crohn’s disease—at 
first sight a very different set of disorders. This factor 
was a characteristic personality: the patients with 
Crohn’s disease were so similar to those with colitis 
that distinction was difficult ; and there wa’ a constant 
relation of the onset and relapses of these diseases to 





1. Hesselbach, F. C. Disquisitiones anatomico-pathologicae de 
ortu et progressu herniarum inguinalium et cruralium. 
Wiirzburg, 1816; p. 10. 
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@ vo 


. Thane, G. D., Godlee, 


; R 
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stress situations. Stewart * found, in 20 out of 27 cases 
of regional ileitis, ‘* sufficient evidence to suggest that 
emotional factors play a considerable réle in the pro- 
duction and progress of the disease.’’ Recently Grace 7 
has studied 4 patients in detail and come to a similar 
conclusion, and he believes that Crockett’s * failure to 
find similar emotional factors was due “to the short 
time spent with the patients ’’ (one hour). 

Mr. Brooke’s case 4 seems to provide strong evidence 
against a theory of initial dysentery for colitis. If this 
theory were true, even in a proportion of cases, as Mr. 
Brooke suggests, many of the troops who served in the 
Middle and Far East should now be suffering from the 
disease. We can be thankful that they are not. In an 
analysis of 173 cases of ulcerative colitis,® I found that 
any suggestion of a dysenteric onset was extremely rare, 
diarrhoea among relatives or close contacts at the time 
of onset being taken as an indication. 


Ipswich. J. W. PAULLEY. 


OBESITY 


Sm,—The relation between diet, exercise and obesity 
has long attracted experienced observers. E.g., Herrick !°: 
One feeds on Lard, and yet is leane ; 
And I but feasting with a Beane, 
Grow fat and smooth: The reason is 
Jove prospers my meat, more then his. 

Ignoring the well-known but irrelevant case of 
endocrine obesity recorded by Dickens,"! we come to the 
valuable report of Surtees.12 This also seems to be a 
ease of endocrine imbalance, since the patient is said to 
have had a high-pitched voice resembling that of Punch. 
Stotfold, Augustus (‘‘ Squeaky’’), “‘ was an affluent 
young gentleman much troubled with obesity ”’’ (20 stone. 
Strict dieting and Turkish Baths did not relieve) : ‘‘ In 
vain he tried walking, riding, rowing . . . the more exercise 
he got the more he ate.’’ Another case is noted by 
Gilbert }° ; 

Most people think that should it come 
They can reduce a bulging tum 
To measures fair, 
By taking air 
And exercise in plenty. 
His bulk increased—-no matter that— 
He tried the more to toss it— 
He never spoke of it as “‘ fat” 
But ‘‘ adipose deposit.” 
Upon my word, it seems to me 
Unpardonable vanity 
(And worse than that) 


To call your fat 
An “ adipose deposit.”’ 


The general feeling seems to be (contrary to the view 
expressed by your correspondent last week) that exercise 
increases appetite and leads to more fat. 

Bristol. E. WATSON-WILLIAMS. 


Srr,—May I point out to Dr. Hollins (Aug. 8) that 
exercise is dangerous to the obese; that they already 
suffer from a fatty infiltration between and inside the 
myocardial fibres; that, as the overburdened heart is 
already impaired, the wisest plan is to reduce their 
exertions ; and that weight reduction is most effectively 
carried out at rest in bed? The Fat Man at Olympia, 
whom I once attended, actually took to his bed for 
that purpose. He was the only layman of my acquain- 
tance who did not cling to the ancient faith in exercise 
as a cure for obesity. 

Once obesity is established it is too late to talk of 
exercise : we are a jump behind events, for its, value is 





6. Stewart, W. A. N.Y. St. J. Med. 1949, 49, 2820. 

7. Grace, W. J. Gastroenterology, 1953, 23, 542. 

8. Crockett, R. W. Lancet, 1952, i, 946. 

9. Paulley, J. W. Gastroenterology, 1950, 16, 566. 

10. Herrick, R. Hesperides. Littlenessnocause of Leannesse. 1648, 
11. Dickens, C. J. H. Pickwick Papers. 1836. 

12. Surtees, R. S. Mr. Romford’s Hounds. 1865; chap. xlii. 
13. Gilbert, W. S. A Discontented Sugar-broker. 1869. 
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only preventive. We cannot escape the simple argument 
that obesity can arise only from an intake of food in 
excess of requirements. The requirements denend 
upon metabolism, which slowly declines with years once 
adult life is reached. Mosts cases of obesity arise from a 
failure to adjust intake to metabolism ; social pressure 
enforces habits of eating which bear no relation to 
declining needs. Hence the often-accepted gain in weight 
with increasing age. 

I cannot follow Dr. Hollins’ argument about appetite : 
‘“ when exercise ceases, control of appetite also ceases.”’ 
It sounds like an escape from reality to the realms of 
romance ! 
K. T. Brown. 

HYPERPOTASSAAMIC PARALYSIS 

Srr,—We were very interested to see the article by 
Professor Bull and his colleagues (July 11), particularly 
as only a few days previously we had a patient with this 
syndrome. In view of the rarity of the condition we 
would like to record this case. 


Gateshead. 


Our patient, a man aged 62, was admitted to Crumpsall 
Hospital on July 2, 1953. He gave a history of nausea 
and vomiting for 10 days and of constipation for 5 days. 
Prostatectomy had been done 3 years ago, and, owing to a 
previous attack of gonococcal urethritis, monthly bouginage 
had been necessary for 12.months. He was pale and dehy- 
drated, with a blood-pressure of 120/90 mm. Hg. There were 
no abnormalities in the central nervous system. There 
was & fistula opening on to the perineum from which there 
was a purulent discharge and from which urine passed on 
micturition. 

Laboratory findings.—There was considerable albuminuria 
and a coliform infection of the urine. The serum chemistry 


showed : 
Urea K Na Cl co, 
Date (mg. per (m.eq. (m.eq. (m.eq. (m.eq. 
100 ml.) per litre) per litre) per litre) per litre) 
July 2 397 7-0 126 70 17 
July 3 — 8-6 — - 18 
July 4 252 7-0 123 68 18 


An electrocardiogram on July 3 showed some peaking of the 
T waves but no slurring of the QRs complexes (see 
accompanying figure). 

Course in hospital—On admission blood was taken for 
chemical analysis, and in view of the vomiting and dehydra- 
tion the patient was given 500 ml. of normal saline followed by 
500 ml. of 5% glucose. Streptomycin was given for the urinary 
infection, but he only had 2 days’ treatment. He continued 
to vomit small quantities of bile-stained fluid and passed 
approximately 1 litre of urine per day. On the morning of 
July 5 he complained of inability to use his legs, and by the 
evening he had lost the use of his arms. He then had no 
voluntary movement in his lower limbs and only slight move- 
ment in his upper limbs. All the tendon reflexes were absent, 
and no plantar responses could be obtained. Sensation in his 
limbs was normal and he had no pain. Later on he complained’ 
that he could not breathe, and his respirations had become very 
shallow. He could then only move his neck and face. He 
was mentally alert and very distressed by the paralysis. At 
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Electrocardiogram on july 3. The chest leads are half normal voltage. 
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12.30 a.m. on July 6 he began to complain of generalised pains 
in the limbs, but there were no paresthesis. He died on 
July 6 at 4 a.m. 

Necropsy.—This showed chronic pyelonephritis with dilated 
ureters and chronic cystitis. 


From published reports it seems that certain features 
are common, All the patients have acidosis with a low 
CO,-combining-power. In addition most have a low 
plasma sodium and chloride ; the only exception appears 
to be case 1 of Bull et al., but in that case the high 
plasma-sodium contrasts markedly with the low plasma- 
chloride and CO,-combining-power. Both Finch et al. 
and Merrill et al.? emphasise the increased toxicity of the 
hyperkalemia when associated with hyponatremia. 
Objective sensory changes are rare, the predominant 
feature of the syndrome being the muscular paralysis. 
This last feature suggests that the paralysis is due to 
changes at the myoneural junction rather than to changes 
proximal to or in the peripheral nerves as Bull and his 
co-workers suggest. From a therapeutic viewpoint, in 
addition to glucose (and although one of the patients of 
Finch et al. had lactate before any paralysis appeared) it 
might be worth trying intravenous sodium lactate. This 
will combat the acidosis and perhaps raise the level of 
the plasma-sodium—two effects which may mitigate the 
effects of the hyperkalemia. In addition, half the infused 
lactate will be converted to glycogen and so may reduce 
the plasma-potassium level by intracellular deposition 
of potassium ions. 

Joyce Fippick 


Crumpsall Hospital, ¥ 
ces paige S. OLEESKY. 


Manchester, 8. 


PHZ OCHROMOCYTOMA 


Srr,—The article by Dr. Cobb and his colleagues on 
the control of the blood-pressure during an operation 
for a pheochromocytoma (May 16) and your annotation 
in the same issue rightly draw further attention to an 
uncommon but important subject; but certain points 
should be commented upon, particularly as this has not 
yet been done. 

The full diagnosis of, the condition should involve two 
stages. The first of these—the decision that the symp- 
toms and signs are due to hyperadrenalinemia caused 
by a phxochromocytoma—has been adequately covered 
in both the article and in the annotation. The localisation 
of the offending tumour, which is the second phase, was 
not mentioned in the annotation and only briefly in the 
paper. In the case described, in the absence of definite 
localisation, “‘ it was decided to explore the right supra- 
renal area, and, if no tumour were found, to do the right 
side of a bilateral thoracolumbar sympathectomy.’ In 
view of the dangers of “* blind surgery ’’ in this condition 
and the fact that the exclusion of one possible site does 
not exclude a tumour in one or more of many other sites, 
it is urged that the localisation of these tumours should be 
energetically pursued. As we have pointed out,’ there 
are many methods (including perirenal insufflation by 
the presacral route) that may be used with little risk. 
Only when all these methods fail should exploratory 
laparotomy be carried out. 

During the operation, as pointed out by Dr. Cobb and 
his colleagues, there are two periods when the blood- 
pressure should be closely followed. It is essential to 
realise, however, that the later hypotensive phase is by 
far the more important one and is the stage when 
fatalities are most likely to occur. The fall in the blood- 
pressure in the case reported was moderate in degree and 
rapidity. Many of the reported cases (including our own) 
show a muc ah more » dramatic fall, so that intravenous 
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adrenaline or noradrenaline. must be given immediately 
the last blood-vessels from the tumour have been 
clamped ; an interval of about twenty minutes elapsed 
in the case reported by Dr. Cobb. 

The relatively early hypertensive phase is, by com- 
parison, a sinecure, and is not necessarily due to hyper- 
adrenalinemia consequent upon tumour manipulation. 
Indeed, in this case (see fig. 1) the blood-pressure rose 
before the manipulation began. This also occurred in 
our first case, but controlled hyperventilation alone 
lowered the blood-pressure. Manual compression of the 
rebreathing bag was only performed for the first seven 
minutes of the operation described by Cobb et al., and 
one wonders whether the initial blood-pressure rise might 
not have been controlled if this procedure had been tried 
again. Benzodioxane may not therefore be the automatic 
answer to the hypertensive phase. 

Finally, the latter half of your annotation is devoted 
to the unusual but interesting associations of pho- 
chromocytomas with von Recklinghausen’s disease and 
angiomatosis retine. The prognosis in the average case 
of pheochromocytoma, adequately diagnosed and treated, 
is surely excellent and it is creating a false impression 
to stress the occasional possible gloomy outcome of these 
relatively uncommonly associated conditions. 


E. F. B. CADMAN 
University of Liverpool. LAURENCE F, TINCKLER. 


PLACENTAL BLOOD-FLOW 


Srr,—Your annotation of June 6 accepts the premise 
that placental ischemia is etiologically connected with 
pregnancy toxemia, and you are to be congratulated on 
taking this stand. You draw attention to the recent 
success of Theobald in combating the onset of toxemia 
by methods which, inter alia, assist the uterine circula- 
tion. A critical reader may, however, take you to task 
for failing to emphasise that Bastiaanse and Mastboom, 
and also Beker, whom you quote, maintain that a 
reduced flow through the uterus is responsible for the 
diminished placental circulation. 

If placental ischemia associated with toxzemic states 
were due to organic change, then its occurrence would 
always be histologically demonstrable in pre-eclamptic 
toxemia, and its degree would be related to the severity 
of the disease. But this is not the case. Nor has 
cesarean section revealed congestion of the myometrium 
in toxemia, which should certainly result were the uterine 
circulation not commensurate with the placental flow. 
In fact there is cumulative evidence that uterine 
ischemia is the underlying factor. That this is not a 
reflection of the systemic blood-flow is apparent from 
the raised blood-pressure and the normal peripheral 
circulation in these patients. 

We are left to conclude that primary uterine ischemia 
is the basis of the placental change, and there is much 
to support this view. The presence of adenosine in 
excess in the circulation is held to be evidence of 
myometrial ischemia by Green et alt Corner and 
Csapo * have just shown that the same substance affords 
a measure of uterine muscle tension. More direct 
evidence of heightened tension has been afforded by 
Reynolds * in respect of the primiparous uterus, especially 
when toxemia has been present. He has also shown * 
that uterine tension is directly related to uterine blood- 
flow. Franklin and Sophian > have shown that stretch 
evoked in the rabbit uterus produces a renal cortical 
shut-down of the Trueta pattern. 





1. Green, H. N., Hopewell, J. D., Threlfall, C. J. 
1951, ii, 571 


2. Corner, G. Ww. Csapo, A. Ibid, 1953, i, 687. 

3. Reynolds, S. R. M., —. monet J. Publ. Carneg. Instn, 1951, 
Contributions to Bio 

4. we R. M. New York, 1949 
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By interpolation we are left to conclude that reduced 
placental blood-flow due to myometrial tension is linked 
with renal states, biochemically detectable, in which 
diminished glomerular filtration and renal blood-flow 
occur—suggestion of the Trueta mechanism.* According 
to Bradley,’ this pattern characterises both acute 
glomerular nephritis and pre-eclamptic toxemia. 

Perhaps a more reasonable integration of Browne and 
Veale’s valuable data in the xtiological thesis of pre- 
eclampsia is held by you or by others. My communication 
invites it. 

Salisbury, Southern Rhodesia. 


THE WRONG BLOOD 


Sir,— Your leader of Aug. 1 and Dr. James’s review 
of the legal responsibility in blood-transfusion (p. 243) 
are indeed timeous and very necessary ; for, in general, 
there appears to be a peculiar unawareness of the risks 
of blood-transfusion and an equal absence of pre- 
cautionary measures, as judged by most of the fatal 
incompatible transfusions reported in the national and 
local press. 

In the North-East Metropolitan Region the subject 
of blood-transfusion in hospitals of all kinds was con- 
sidered jointly by the Senior Administrative Medical 
Officer and all the pathologists about two years ago ; 
and the Regional Advisory Committee in Pathology 
prepared memoranda on the administrative, clinical, and 
serological aspects. Thus, in accordance with R.H.B. 
(51)89, H.M.c. (51)82/3(1), hospital management com- 
mittees were advised that blood-banks should be under 
the care of the hospital pathologist and that they should 
ensure that satisfactory arrangements were made for 
the care. of the bank and for blood-grouping and cross- 
matching at night and at weekends by supervised resident 
pathologists or experienced technicians. Likewise 
medical advisory committees were asked to have regard 
to the need for transfusion as evidenced by blood-loss, 
and they were acquainted of the risk of errors in grouping 
and matching being proportionate to the urgency of the 
demand, and also of the time of two hours now deemed 
necessary for the adequate serological tests to determine 
blood-groups and compatibility. Codperation of clini- 
cians was invited for the greater use of plasma and 
plasma-substitutes for immediate fluid replacement 
pending blood-grouping and matching. 

Agreement was reached on the serological procedures to be 
followed in determining the ABO and Rh group of the recipient 
and in carrying out the compatibility tests. The necessity 
always to verify the patient’s group was stressed, and methods 
to be adopted in cases of urgency were approved. The 
memorandum on methods was later expanded and revised by 
the Ministry’s Adviser on Blood-transfusion and circulated in 
other regions. As regards the prevention of errors from the 
confusion of names, an inadequate history of previous trans- 
fusions, the labelling of specimens, and the checking of the 
bottle of blood to be given to a particular patient, two main 
measures were introduced. A special form was printed for 
use throughout the region to facilitate complete grouping and 
matching of compatible blood for transfusion. This form 
provides for a note of previous transfusions and any reactions, 
and of stillbirths and jaundiced babies, as well as an indication 
of how much blood is required and when. The reverse of the 
form is used to record the patient’s group and the blood 
matched, with a note of the tests in saline and in albumin, the 
time allowed for the tests, the gram-stained film of the donor 
blood, and the signatures of the technician and the doctor 
checking the tests. Group-coloured tie-on labels are attached 
to each bottle of blood when matched so that a final check 
may be made at the bedside. 


Of equal importance are the administrative arrange- 
ments made in each hospital to provide matched blood 
with the minimum of handling and delay and with 
absolute safety. It may be helpful to give the arrange- 


JOHN SOPHIAN. 
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ments in this hospital, quoting from the aide-memoire 
which is given to all members of the medical staff on 
joining and which is suitably displayed : 

*“Matched blood is placed in the refrigerator in the 
main corridor where it is reserved for two days and from 
which place it is to be taken : 

(i) by a member of the medical staff only ; 

(ii) immediately before use, 1 pint only at a time (except 
at night when 2 pints allowed) ; and 

(iii) date, time, and signature entered against each bottle 
removed, on the appropriate line and sheet. (All bottles in 
the refrigerator are detailed on the sheets.) 


On no account is blood to be taken and kept in a ward 
refrigerator. Blood matched for a patient is for that 
patient and none other. Matched blood must not be 
taken for emergency cases ; unmatched blood is available 
for emergencies. 

“It is a doctor’s responsibility to check, with the 
help of the ‘ luggage ’ label tied to each bottle, that each 
recipient is transfused with the blood specially matched 
for him, or her. -The names of the recipient and blood- 
donor must be checked with those on the ‘ luggage’ 
labei, first when the blood is taken from the refrigerator, 
and finally when double-checked (preferably witnessed 
e.g., by a nurse) before the blood is given. 

‘* Neither the duty of collection of the blood from the 
refrigerator nor the responsibility of the actual trans- 
fusion, including changing from saline or other fluid to 
blood, is to be delegated to a nursing sister or other 
nursing member. 

‘* Blood required as soon as matched will be issued to 
the orderly or nurse sent to collect it only on receipt of a 
note of the patient’s (recipient’s) full name, age, and ward, 
at the laboratory. 

‘** Packed cells deteriorate rapidly and are to be given 
immediately after they have been packed. 

‘* AU blood should be matched before transfusion. 
When in extreme emergency this is not feasible and 
group-O blood is used, it is essential that a sample of the 
patient’s blood (as for Wassermann reaction) be secured 
before transfusion is begun in order that the patient’s own 
group can be determined in the laboratory later and the 
patient’s serum used for further matching. 

‘*'The demand for blood is undiminished. All doctors 
are asked to obtain replacement volunteers from relatives 
of recipients.” 

The disquieting number of reports of incompatible 
blood-transfusions has also engaged the attention of the 
Consulting Pathologists Group Committee of the British 
Medical Association and a note of their views will appear 
shortly. 

Finally, should a ‘“‘ human error’’ result in incom- 
patible transfusion, appropriate treatment, having regard 
to the water balance and carbohydrate and fat diet in 
the oliguric and/or anuric phase and in the later diuretic 
phases,! should be instituted in cases with resulting renal 
damage. It is a matter of regret and disquiet that even 
now these patients may not have the benefit of the 
valuable studies of Bull, Joekes, and Lowe, published 
three years ago. 


North Middlesex Hospital, 
8. 


London, N.1 J. F. Heaer, 


Chairman, Pathology Advisory Committee, 
North-East Metropolitan Region. 
ENDOCRINE FACTORS IN AFFECTIVE 
DISORDERS 
Sir,—If the practitioners in Warwickshire have been 
persuaded into using ‘ Menopax ’ for climacteric women, 
Professor McLaren is obviously going to have his clinic 
burdened with cases of w@strogen withdrawal bleeding. 
One menopax tablet, containing 0-01 mg. ethinyl 
estradiol, has 40 times the cestrogenic activity of 0-1 mg. 
estrone, the unit I advised. A dose of such magnitude 
could have no place in the treatment of a ‘‘ negative- 
state balance’’ in an elderly woman, which was the 
point under discussion. (I base my figure on the com- 








1. Bull, G. M., Joekes, A. M., Lowe, K. G. Lancet, 1949, ii, 229; 
Clin. Sci. 1950, 9, 379. 
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parison of cwstrogens given by Bishop! who says that 
cestrone is 1/20th the strength of stilbeestrol, which is 
itself 1/20th the strength of ethinyl oestradiol.) 

Until the profession rids itself of portmanteau pre- 
scriptions and changes its ideas on medicaments and dos- 
age, Menopausal women will suffer either because their 
practitioners prescribe oestrogen, or because, quite 
properly, they fear to do so. Professor McLaren has no 
need to dread the arrival of ‘‘ cestrogen-bleeders’’ treated 
along the lines I have suggested: all he need fear is 
that his colleagues fail to read my comments with 
sufficient care. 

London, W.C.1. 


CONTRACEPTIVE TECHNIQUE 

Sir, Preceptin Vaginal Gel’ is being widely adver- 
tised and pressed upon the medical profession and the 
public as ‘“‘a major advance in conception control ”’ 
and as being *‘ dependable without a diaphragm.’ This 
kind of advertising is going to lead to disasters and it 
behoves all of us who come across cases where failure 
occurs to make them known and to state once more in 
no uncertain terms that we have not yet advanced from 
the position where, for maximum safety, it is necessary 
to advise the use of a mechanical barrier with a good 
spermicidal preparation of one sort or another. The 
advent of preceptin does not, unfortunately, alter this 
situation in spite of the superficially convincing figures 
published by various workers in America. In time, 
preceptin will find its own level of usefulness, but it 
should not be handed out to highly fertile parous women, 
particularly when their lives depend upon it, in. the 
mistaken belief that it will protect them as fully as one 
of the combined methods (cap or sheath plus spermicide). 

I have met a number of preceptin failures, most of 
which mattered little, but my most recent experience 
cannot be treated so lightheartedly. 

The patient, a severe asthmatic, had had 2 babies in two 
years ; within five months she was pregnant for a third time 
and her condition was such that the pregnancy had to be 
terminated by hysterotomy at the fourth month. Having 
recovered from that, she was fitted with a Dutch cap and given 
a spermicidal paste to use with it. Two months later she was 
told by a doctor that preceptin was “‘ just as good, or better ”’ ; 
six weeks later she was again pregnant. 

The sceptic will say that through carelessness she 
might well have become pregnant again even if she had 
continued with the cap and paste and that the only 
solution to such a case should be sterilisation ; but that 
is merely confusing the issue and, moreover, this patient 
was not careless. 


JOAN MALLESON. 


Crediton, Devon. MARGARET HADLEY JACKSON. 


E.C.T. MODIFIED BY SUXAMETHONIUM 


Sir,—Electroconvulsive therapy (£.C.T.) is not only 
an important method of treatment but it may sometimes 
be a life-saving measure, in the sense that it may abolish 
strong suicidal tendencies both in schizophrenic and 
depressive patients. Any advance in technique, such 
as using a relaxant, which diminishes the contra- 
indications to treatment is, therefore, of great importance. 

It would be most unfortunate if the paper by Dr. 
Tewfik (July 18) were to give the impression, needlessly, 
that in certain circumstances £.c.T. is contra-indicated. 
The five conditions in which he prefers to avoid treat- 
ment are not in themselves, other things being equal, 
contra-indications. By the use of a suitable technique ? 
in which the convulsion is completely abolished, £.c.7. 
may be given to patients who have ununited fractures, 
have lately undergone major operations, or who have 
had recent coronary thrombosis. Patients who have 
pulmonary infections or oral sepsis are endangered by 
any procedure which involves unconsciousness deeper 


1. Bishop, Pm MM. PB. 
1951. 
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than normal sleep, but if the precautions well known to 
anesthetists are taken, then £.c.T. can be given by this 
technique without added risk. 

it is not suggested that there is a best method of giving 
modified £.c.T. and that any other is unsatisfactory, but 
surely Dr. Tewfik is making unnecessary difficulties for 
himself in using a two-syringe technique and rolling over 
an unconscious and paralysed patient? The finding 
that the blood-pressure varies only within 10-15 mm. Hg 
is unusual. T'wo independent investigations 4 * indicate 
that the usual rise in blood-pressure following an injection 
of succinylcholine is round about 40 mm. It follows that 
patients with hypertension should be given special 
consideration when this drug is used. 


Department of Psychiatry, Davip J. ADDERLEY 
University of Leeds School of ‘ 
Medicine Max HAMILTON. 


THE TREATMENT OF ECZEMA 


Sir,—I regret that in the discussion of the physical 
characters of soft paraffin necessary for producing 
Lassar’s paste of desirable consistence, the figures quoted 
in my article of July 25 were inaccurate. The range of 
melting-point temperatures allowed by the British 
Pharmacopeia for soft paraffin, which I criticised, is 
38°- 56°C, not 38°-—46°C. The melting-point at 
which the dispensary at this hospital standardises soft 
paraffin is 46°C in the winter. In the summer it is 
necessary to add between 2-5% and 5% of hard paraffin 
wax to this to achieve the desirable consistence. The 
particulate size of the powders may also be important. 

Ser Joun T. INGRAM. 


CARE OF THE AGED 


Srr,—I envy your peripatetic correspondent (Aug. 8) 
his skill in presenting the case for keeping the old and 
possibly demented happy at home in their own natural 
surroundings, however defective these may be by other 
peoples’ standards. I was reminded of reading in an old 
book, which must have been published 70 years ago, a 
criticism of the compulsory segregation of the old High- 
land fools who at one time roamed the roads of Scotland 
and could be sure of a bed at any steading where they 
knocked. Certainly no doctor in these days, however, 
who wishes to preserve his own sanity, would attempt the 
disposal to a public institution of any old person, other 
than frankly lunatic, since it is quite impossible to find 
accommodation even for those old people—not a great 
many—who wish to spend their last years in the comfort 
of a Home. 

It is to be hoped that high Authorities will not treat 
your correspondent’s remarks as a comfortable soporific 
and an encouragement not to press forward every effort 
to provide adequate accommodation for the ever- 
increasing numbers of old people who will be needing it, 
not only in Homes but also in hospital ; when one cannot 
obtain admission for an eighty-year-old woman with a 
broken thigh living alone, or a blind arthritic diabetic 
living as a lodger with total strangers, or a seventy-year- 
old man with bronchopneumonia living alone in a 
cottage, one is hardly likely to ask for the admission of 
an old person who is merely a little queer and dirty. 
After all, we are all a little queer. 

I fear that today more and more emphasis is laid on 
the reablement of old folk. It is clear, however, that 
these old folk, if they are fortunate enough to obtain 
admission at all for reablement, will, in another five or 
ten years, be in the same difficulties as before, only in a 
more serious form, The tendency of Authority today is 
merely to tinker with this problem, trying to put it off 
till someone else has to face up to it before many years 
have passed. 





1. Adderley, D. J., Hamilton, M. Brit. med. J. 1953, i, 195. 
2. a gee Rahill, A., Tyndall, J. A. J. Irish Med. Ass. 
952, 31, 240. 
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The advice that in such cases as these I should arrange 
the services of the district nurse and a home-help is really 
no answer: the district nurse cannot work in one home 
the whole twenty-four hours, though many would do 
so if they had the strength; and home-helps are not 
allowed to do nursing, and they have their Sundays and 
bank holidays off duty. 


Amble, Northumberland. R. P. ROBERTSON. 


RESECTION FOR PULMONARY TUBERCULOSIS 


Sir,—We were interested to read the letter by Dr. 
Baxter and Dr. Caldwell (July 25), in which they advocate 
the greater use of preoperative and postoperative 
domiciliary treatment. 

It may be that they are right in allowing some of their 
patients to return home six weeks after the resection 
operation, and to resume work in four to six months. 
One of the points we tried to make in our article was 
that, in a high proportion of our cases, surgery became 
possible only after prolonged and intensive medical 
treatment, of which bed rest still remains the backbone. 
We still feel that bed rest and ancillary treatments are 
more easily controlled in an institution than in the 
average small house or two-roomed apartment, from 
which most of our patients came. We must re-emphasise 
our belief that, unless the strictest supervision is main- 
tained in the immediate preoperative phase, a dis- 
appointing relapse may intervene and postpone, perhaps 
for ever, the surgical operation which is life-saving in so 
many cases. Indeed, there are several patients who 
would have been included in our series if, for one reason 
or another, they had not gone home while they were 
awaiting surgery. 

The question of the correct length of postoperative 
convalescence must of necessity depend upon the severity 
of the case; and whereas it would be very reasonable 
for a patient who has had a segmental resection for a 
tuberculoma to return to work in three to six months, we 
feel that the patient who has had a pneumonectomy in 
the presence of some contralateral disease must carry 
on his general treatment and continue the healing process 
in @ sanatorium. 

JoHN Dark 

Baguley Hospital, Manchester. P, JEWSBURY. 


TREATMENT OF REGULAR MENORRHAGIA 


Sir,—Regular menorrhagia, by which is meant the 
regular occurrence of unduly heavy and often prolonged 
menstrual periods, is @ common complaint of women, 
especially in the latter half of the childbearing epoch. 
In the great majority of cases, careful investigation 
reveals no pelvic abnormality and biopsies taken just 
before the start of a period and during the menstrual 
flow show normal progestational development and 
menstrual dissolution. Presumably, the fault in these 
women must lie in some abnormality of behaviour of 
the endometrial blood-vessels, though evidence for the 
existence of recognised blood dyscrasias is seldom obtain- 
able. Uterine fibroids are responsible for a few of these 
cases, and emotional factors for a rather larger (perhaps 
much larger) proportion. There remains the majority 
which must still be classed, quite unsatisfactorily, as 
** idiopathic.” 

The treatment of this condition presents a difficult 
and largely unsolved problem for the practitioner. The 
old stand-by, ergot, rarely has any useful effect. For 
the frankly emotional menorrhagias, psychotherapy alone 
holds out hope for improvement. Hormone treatment 
of various kinds is commonly used; cestrogens usually 
prove ineffective and androgens probably are beneficial 
only when the dose is maintained at such a level that 
masculinising complications are almost certain to ensue. 
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Evidence from a small series of cases suggests that a 
fair proportion may be helped by combined treatment 
with androgen and progestogen in doses quite free from 
undesirable side-effects. 

The patients were instructed to take methyl testo- 
sterone (5 mg.) and ethisterone (15 mg.) sublingually 
twice daily, beginning one week before the expected 
onset of the period, and continuing until the third day 
of the flow. Treatment was resumed in the three 
succeeding cycles. It was then interrupted, when in 
some cases the improvement was maintained, while in 
others deterioration necessitated further treatment. If 
the course was started too early, it was nevertheless 
continued until the third day of the flow; if it was 
started too near the onset of bleeding, control was less 
satisfactory. 

Of 21 patients treated in this way, some degree of 
improvement was shown by 11, while 10 were unaffected. 
Of the latter 5 showed definite emotional features and 
1 had fibroids, removal of which cured the menorrhagia. 
Excluding these 6 failures, therefore, only 4 patients of 
the ‘‘ idiopathic ’’ variety were unaffected by the treat- 
ment. In comparison, methyl testosterone alone bene- 
fited only 2 out of 6 patients. The treatment was free 
from complications. 

This series of patients is admittedly very small, and 
the results less perfect than one would wish. Neverthe- 
less, it is thought that attention should be drawn to 
this simple and safe form of treatment for a common 
condition which usually baffles attempts to cure it. 
Others may feel inclined to try it and to relate their 
experiences. 

The treatment of several of these patients was greatly 
facilitated by having available tablets each containing methyl 
testosterone (5 mg.) and ethisterone (15 mg.) (‘ Androgeston ’) 
which were kindly provided by British Schering Ltd. 

Obstetric Hospital, 


University College Hospital, 


London, W.C.1. G. I. M. SwYER. 





Parliament 





Protection of Animals (Amendment) Bill 


On July 28, in the House of Lords, Lord STAMP intro- 
duced this measure as a private member’s Bill. Its 
purpose is to repeal the Animal (Anesthetics) Act, 
1919, and to extend the provisions of the Protection of 
Animals Acts, 1911 to 1933, so that the best use of 
recent advances in anesthetics is made in performing 
surgical operations on animals. Under the Bill it 
becomes an offence of cruelty to perform on animals 
any operation (with some exceptions) without a local or 
general anesthetic. The proposed exceptions include, 
besides some minor operations, castration of domestic 
animals below a certain age; docking of the tail and 
amputation of the dew-claws of a dog before its eyes are 
open; and experiments to which the Cruelty to Animals 
Act, 1876, applies. The Bill does not apply to any bird, 
fowl, fish, or reptile. 


QUESTION TIME 
Cost of Medicaments 


In the House of Lords, on July 29, in answer to a question, 
the Ear. or OnsLow stated that the prices of the raw 
materials of commonly used medicines and dressings supplied 
under the pharmaceutical services of the National Health 
Service had decreased by approximately 13% since the 
commencement of the National Health Service. 

The average cost to the Exchequer per prescription had, 
on the other hand, risen because the decrease was cloaked 
by the increase in orders for proprietary products containing 
these raw materials, and offset by the price of certain expensive 
standard and proprietary drugs introduced and developed in 
the past two years which were not covered in the 13%. The 
approximate average cost per prescription as shown in three 
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representative months, with the net ingredient cost and 
remuneration to chemists shown separately, was as follows: 





| 





Average 
| Average | on-cost, 
or, | net dispensing Average 
Month | ingredient | fee, and total 
cost | container 
| allowance 
| s. d. a. * ee 4 
England and | July, 1948 1 ot 1 6% = v4 
Wales | August, 1952 3 6 : ate 4 2¢ 
May, 1953 2 5 ; 4 2 
Scotland July, 1948! : 2e ee | | 38 & 
August, 1952 210i | 2 48 | 5 3% 
May, 1953 | 3 0 | 3 5¢ | 5 5% 





In the House of Commons, Mrs. JEAN MANN askod the 
Minister of Health if he would state the cost during 1951 and 
1952 of proprietary medicines now classed under 5 and 6 in 
the circular just issued to medical practitioners.—Mr. Lary 
MACLEOD replied : An approximate estimate of the ingredient 
cost of these preparations where ordered under Part Iv of the 
National Health Service Act, 1946, is £970,000 in 1951 and 
£1,120,000 in 1952, or about-3-5% of the ingredient cost of all 
preparations dispensed under that part of the Act in the 
respective years. Dispensing fees and container allowances 
would have to be added to the above figures. 


Soldier’s Death in Military Hospital 


Replying to questions asking him what steps he would 
take, arising from the death of a soldier in a military hospital, 
- and the subsequent court-martial, Mr. A. H. Heap, Secretary 
of State for War, said that, as soon as the allegations of ill- 
treatment were brought to his notice, he ordered an immediate 
court of inquiry. On receiving the report he had to decide 
what he would say to the House on the facts presented to 
him and what action he and the responsible authorities ought 
to take. On June 16 he gave a full and frank reply to the 
House about this case and said that the medical specialist 
and the day sister concerned would be reported to the appro- 
priate professional bodies. About Colonel Gleave he said 
“* As far as I can ascertain, no thorough inquiry was instituted 
by the commanding officer although on May 18 he stated that 
a full inquiry had already been made by himself.”’ 

The commanding officer was subsequently tried by court- 
martial on charges that he failed to investigate or report the 
allegations, and that he ggreed a statement to the press that 
the allegations had been fully inquired into when he knew 
that they had not. Mr. Heap still believed that the decision 
that Colonel Gleave should be tried by court-martial was 
correct. If he had not been tried, he would have had no 
subsequent opportunity of vindicating his reputation which 
had been impugned. It would be realised that the charges 
against Colonel Gleave were concerned solely with the action 
which he took after the alleged ill-treatment ; and Mr. Heap 
stressed that it was never at any time suggested that the 
commanding officer was himself personally responsible for 
that treatment. This fact, Mr. Heap had felt, must be made 
quite clear in his statement to the House because, had he 
not been specific about the reasons why Colonel Gleave was to 
be tried and had he baldly stated that he was to be court- 
martialled, it might well have appeared by inference that he 
was alleged to be personally concerned in the ill-treatment. 

After examining the full court-martial proceedings, Mr. 
Heap was still of the opinion that the evidence relating 
to the medical specialist and the day sister should be placed 
before the appropriate professional bodies. He had also 
reconsidered whether he should institute a further inquiry 
into all the circumstances of this case. He saw no reason to 
change the view which he previously expressed to the House 
that this regrettable occurrence did not arise from any fault 
in the Army medical system itself but was due to a failure 
within that system. 

Mr. JoHN StracHEY: Would not the Secretary of State 
agree that the most serious consideration which arises is 
not so much the errors of an officer, medical or otherwise, 
in the hospital but evidence of a certain lack of common 
humanity in the application of Army regulations, against 
which, in themselves, there is nothing? Mr. Heap: The 
Government are aware that there are in the wider aspects 
many problems with regard to the future of the Army medical 
service. With reference to the application of the system, 
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once a diagnosis has been made and those who are acting on 
it are doing their duty, there is often a tendency to stick to the 
prescribed treatment despite the fact that circumstances may 
suggest that it was false. It was due to the fact that this was 
not spotted earlier that the regrettable occurrence took place. 
Mr. C. 8S. Taytor: Is it not wrong to try to pillory a medical 
specialist for making what he has admitted was an imperfect 
diagnosis ? Is it not true that nearly every doctor has at 
some time or other made a wrong diagnosis? Mr. Heap: 
I should be the first to agree about that, and it would be 
quite wrong for me to suggest that someone should be seriously 
taken into account for that type of error. What I am saying 
about the medical specialist in this case is that there is an 
examination on admission which is statutory. Another 
thorough examination should be made after admission, and 
it'is because that examination was never made that I have 
reported the officer. 

Replying to a question, Mr. Heap said that it was not true 
that the number of patients in this hospital had now increased 
from 150 to 450 and that the staffing was still the same as 
that provided for the smaller number. The medical officers 
and the subordinate nursing staff, consisting of R.A.M.C. 
and Queen Alexandra’s Royal Army Nursing Corps other 
ranks, were at full strength. There was a deficiency of 18 
nursing officers of the Q.A.R.A.N.C. which reflected the 
world-wide shortage. 

Mr. M.Stewart: What inquiries has the Minister made into 
the disclosure at a recent court-martial of part of an Army 
medical report on Private Irene Rosser? Mr. HEAD: A copy 
of a medical report on Private Rosser dated May 6, 1953, was 
put in evidence during the re-examination of Colonel Gleave 
at his court-martial. When State documents of this kind are 
required for the defence at a court-martial they are normally 
in the possession of the department and it is therefore 
necessary to make application to the Secretary of State for his 
permission to produce them. This affords the Crown an 
opportunity to consider whether or not it will claim privilege 
for the document concerned. In this case the copy of the 
report was already in the possession of Colonel Gleave himself 
and no application was made. Under these exceptional 
circumstances I had no opportunity of considering whether 
privilege should be waived in this case or not. 


Soldiers and Independent Medical Advice 


Mr. T. E. Dripere asked the Minister what machinery 
existed to enable men genuinely sick, but accused by medical 
officers of malingering, to secure independent medical advice 
and treatment for their disabilities——Mr. Heap replied : 
Any soldier is at liberty to take independent civilian medical 
advice and treatment privately during off-duty hours. 


Food-poisoning in South London 


In answer to a question, Mr. Mactxop said that officers 
of the Ministry of Health had been in touch with the public 
health departments of the London County Council and the 
metropolitan borough councils concerned with the recent 
cases of food-poisoning in South London. The Minister of 
Food and the L.C.C. had taken steps to recall the milk powder 
suspected to have infected the food responsible for the 
outbreak. 

Lieut.-Colonel Marcus Lipton : Is it not scandalous that 
school-children should be poisoned by powdered milk supplied 
by the Ministry of Food to local authorities ? As the number 
of poisoning cases of this kind is double those of last year, 
will the Minister guarantee that stocks held by the Ministry 
of Food will be examined immediately and, if found unfit, 
will be destroyed before any further damage is done? Mr. 
Mac.eop: That is largely a matter for the Minister of Food, 
but I am certain that it is being done. 

Dr. Barnett Stross: Is the Minister aware that these 
cases were a great shock to trust in tinned powdered milk, 
and can he say what was the cause? Was it staphylococcal 
poisoning, and what steps are being taken to prevent 
further contamination of dried powdered milk in future ? 
Mr. Macieop: Investigation into this outbreak is not yet 
completed, but we are taking all possible steps in the matter. 

Mr. A. M. SKEFFIncToN : Is it not a fact that food-poisoning 
from this source was first reported in Surrey on July 10 
and can the Minister say why no instructions were given to 
the L.C.C. until July 23 ?—Mr. Macieop replied: This is 
a rather complicated story, and I think it would be more 
appropriate, if we are to have a debate later, that the matter 
be raised then. 
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Hearing-aids for Young Children 


Replying to a question, Mr. Macieop said that he had 
decided, in consultation with the Minister of Education, to 
provide children who could benefit from it with a ‘ Medresco ’ 
aid in monopack form. It would inevitably, however, be 
some considerable time before these could be made available 
through the National Health Service. Before the scheme was 
developed parents and teachers would be consulted. At 
present Post Office technicians were carrying out the necessary 
field trials. 


Dental Ancillaries 


Lieut.-Commander J. M. Batpockx asked the Minister 
whether he was aware that paragraph 109 of the University 
Grants Committee report indicated an insufficient demand for 
dental education, and that accordingly the committee could 
not recommend the necessary acceleration of additional pro- 
vision for dental education, although the present entry of 
600 students a year was one-third less than the entry figure 
recommended by the Teviot Committee ; and whether, in 
these circumstances, he would ascertain to what extent the 
status of the dental profession could be raised and made more 
attractive by permitting a larger part of prosthetic and other 
dental work to be carried out by suitably qualified technicians 
and auxiliaries—Miss Patricia Hornssy-Smirn replied : 
Certain clauses of the Dentists’ Bill, which will be re-introduced 
when Parliamentary time permits, provide for the establish- 
ment, subject to suitable safeguards, of ancillary dental 
workers. 


Precautions Against Anthrax 


Sir Leonarp Ropner asked the Minister of Agriculture if 
he had come to & decision about the sterilisation of imported 
bone meal and bones, with a view to minimising the danger 
of anthrax—Sir Tuomas DuGpALE replied: In the light of 
the discussions that have taken place with the trade and in 
view of, the sustained fall in the number of outbreaks of 
anthrax since last autumn, I do not feel I should be justified 
at present in requiring imported bone meal and bones to be 
sterilised against anthrax. Such a requirement might well 
have a disproportionate effect on supplies of essential fertilisers. 
I shall continue to watch the situation, and where necessary 
my officers will continue to advise manufacturers on the 
steps they can take to avoid any danger of animal feeding- 
stuffs becoming contaminated. 


Recruitment of Student Nurses 


Mrs. ExvizaBetTH Brappock asked the Minister of Health 
if his attention had been drawn to the resolutions approved 
at the annual meeting of the Association of Hospital Manage- 
ment Committees in June, on the recruitment of student 
nurses and the difficulties experienced in recruitment, due to 
the actions by the General Nursing Council in endeavouring 
to raise the present educational entrance examination, and 
lengthening the time between school-leaving age and eligibility 
for the nursing profession; and, in view of the serious situ- 
ation these alterations could create, what steps he proposed 
to take to ensure a continued adequate recruitment of nurses,— 
Miss HornsBy-Smirts replied : There is no educational entrance 
examination for student nurses, and no such examination can 
be instituted without the Minister’s approval, which he has 
hitherto refused to give. He is watching carefully the effect 
of the rule which makes 18 the minimum age for entry to 
training. 

Mr. KENNETH Rosinson: Is the Parliamentary Secretary 
aware that whatever effect this may have on general nursing 
students—it will probably be very serious—its effect on 
recruitment for mental nursing will be absolutely disastrous ? 
Will she and the Minister do their utmost to get the General 
Nursing Council to think again about the matter ?—Miss 
HornssBy-SmitH: The hon. Member should also bear in mind 
that if there was any branch which required the additional 
seniority, it would be the mental side. 


Committee on Old Age 


Replying to a question, Mr. R. A. Butter, Chancellor of 
the Exchequer, said that in addition to Sir Thomas Phillips, 
who would be chairman of the committee set up to review the 
economic and financial problems of providing for old age, the 
nine members would include Dr. Janet Vaughan, F.R.C.P. 


and the same year he returned 








Obituary 
JAMES MONTAGU WYATT 
M.B. Lond., F.R.C.S., F.R.C.0.G. 


For more than fifty years Mr. Wyatt took an 
important share in the life of St. Thomas’s Hospital, 
first as student, then as clinician and teacher, and later 
as consultant in much more than his own specialty. 

He was born in London in 1883, the son of Thomas 
Henry Wyatt, M.v.o., and he was educated at Merchant 
Taylors’ School before entering St. Thomas’s in 1900. 
Even as a student he showed promise in the study of 
obstetrics and gynecology, and in 1904 he was awarded 
the Sutton James prize and in 1905, when he qualified, 
the midwifery prize. After holding the post of obstetric 
house-physician at St. Thomas’s 
he became R.M.O. at Queen 
Charlotte’s Hospital in 1906. 
In 1910 he obtained the F.R.c.s. 


to St. Thomas’s as obstetric 
physician to outpatients. He 
also joined the staff of the 
Grosvenor Hospital for Women 
as assistant surgeon. During 
the 1914-18 war he temporarily 
deserted his specialty to serve 
as surgeon to the 5th London 
General Hospital and as officer 
in charge of Lady Ridley’s 
hospital for officers in Carlton 
House Terrace. 

After the war he returned to his growing consultant 
practice and to St. Thomas’s where he added to his other 
duties the lectureship in midwifery. He proved a great 
clinical teacher. His patients always came first, but 
his students ran them a close second, and the consistently 
high percentage of passes in obstetrics and gynecology 
attained by St. Thomas’s men was the measure of his 
skill, enthusiasm, and assiduity. He was also an 
examiner for the universities of London, Oxford, 
Cambridge, and Manchester, the Conjoint Board, and the 
Central Midwives Board. 

In 1936 he became senior obstetric physician at 
St. Thomas’s on the retirement of Dr. J. P. Hedley. 
With John Fairbairn, Hedley and Wyatt had made a 
strong and harmonious team, and Wyatt continued their 
joint work developing the antenatal department and 
encouraging codrdination between the children’s and 
obstetric departments. As a clinician he was always 
ready to accept for his patients the help offered by the 
laboratory, and he undertook with enthusiasm the clinical 
ret of the use of the sulphonamides in puerperal 
ever. 

But Wyatt was not hospital-bound. He was a 
foundation fellow of the new college of obstetricians, 
and later served it as vice-president and as chairman 
of the examination committee. He represented the 
Royal College of Surgeons of England on the Central 
Midwives Board. At the Royal Society of Medicine 
he was a ready and appreciated speaker, and many will 
still recall his report in 1935 of the confinement of Babo 
the chimpanzee at the London Zoo. 

When St. Thomas’s Hospital medical school was 
evacuated to Godalming during the late war Wyatt 
became warden of the Manor House which was used 
to house preclinical students after the hospital was 
damaged in 1940, and he ran it as a hall of residence 
till the end of the war. 

Though he was a St. Thomas’s man, born and bred, 
with the pride of hospital which is the hallmark of all 
good St. Thomas’s men, his advice was always freely 
at the service of any other hospital, and after he retired 
from St. Thomas’s in 1946 he took on a new lease of 
life as one of the most active members of the South- 
West Metropolitan Regional Hospital Board. But 
he was that rare and useful bird—a committee-lover. 
He amassed committees with the zeal of a collector, 
and at one time was said to have belonged to as many 
as forty simultaneously. He died on July 31 at the 
hospital to which he had so largely belonged. 
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A former siiedaien writes : 


‘** Obstetricians have always tended to be a versatile race, 
but there are few who could emulate Wyatt in his two outside 
interests of rugger and boxing. He was the father of 

Thomas’s rugger. Possibly he was too tolerant a father 
to produce the efficiency that breeds champions, but, what 
is infinitely more important, he induced in his men a love 
of the game and a respect for the rules. To see James with 
his XV on a Saturday evening or, even more so, during one 
of those wonderful Cornish tours which he organised every 
year, was a sight that could never be forgotten. His other 
great interest was boxing, and one of his proudest moments 
was when he was elected president of the Amateur Boxing 
Association. 

‘* But perhaps he was seen at his best as warden of the 
Manor House. Here he had full scope for his gift of handling 
young men and for his skill as a cook and as a housekeeper. 
The house might resound to a degree of adolescent exuberance 
which it has never envisaged in its more sedate days as a 
girls’ school, but the residents never took advantage of their 
warden’s good nature. His scrupulous attention to detail 
became a standing, yet always affectionate, joke among 
the students, and they realised that his hatred of waste or 
extravagance was their best safeguard against an increase 
in the moderate charges which they had to pay for board 
and lodging. They soon became used to seeing their warden 
in the kitchen on cook’s night out, arrayed in apron and 
shirtsleeves, preparing their Sunday supper. And many 
a housewife could have taken a lesson from watching him 
prepare a salad or counting the number of slices which he 
could so elegantly cut from a tin of rolled beef. He was 
generosity personified to his friends, yet he abhorred waste 
and extravagance as a cat abhors water. 

“He spent his life helping lame medical dogs over stiles 
which they could not cope with themselves. To say that 
he will be remembered best because of his generosity and 
personal attributes is no denigration of his outstanding 
professional attainments and, unless I am much mistaken, 
James would prefer to be remembered as a loyal son of 
St. Thomas’s, than as the leader in his specialty which he was 
for so many years.” 


‘* Wyatt had the colourful characteristics which make 
for a good teacher,’ writes I. D. ‘‘ His approach was 
always based upon first principles, and in his teaching 
the simple, the sensible, and the direct always took 
precedence over the abstruse and the theoretical. 


‘His rounds with students were always full of gaiety and 
his kindly interest in their mistakes and shortcomings was 
never marred by impatience or intimidation. His housemen 
had reason indeed to appreciate these qualities in the learning 
of a subject which does not readily forgive errors of judgment. 

‘ He had an intense interest in puerperal and post-abortum 
sepsis and for many years was consultant to the puerperal 
sepsis unit at the North Western Fever Hospital. The advent 
of chemotherapy, which transformed the outlook in puerperal 
sepsis, stimulated his eager interest from the first. His views 
upon prophylaxis in postpartum hemorrhage were in many 
ways years ahead of their time. Throughout his career it 
was his practice to inject posterior-pituitary extract intra- 
muscularly as soon as the head was born. Ergometrine had 
not then become popular for this purpose, and he scorned the 
idea,” then current, that the use of oxytocic drugs before the 
completion of the third stage favoured the development of 
hour-glass constriction ring, and pointed out repeatedly that 
this complication was far more commonly the result of 
ineffectual manipulation of the uterus in an attempt to 
deliver the placenta. As a gynecologist he was remarkable 
for the pains which he would take in the treatment of many 
of the less dramatic disorders, and senile conditions of the 
vulva, associated with pruritus, never tired his patience. 

“He was a doctor before he was a specialist, and the 
energy and common sense which he brought to bear upon the 
treatment of wounded from the Dunkirk evacuation showed 
that the lessons learnt in the 1914-18 war were still worth 
remembering. Although getting on in years he was often 
in the wards before breakfast, dressing septic wounds himself, 
and no task was ever too lowly for him to undertake. His 
was an example that house-surgeons had some difficulty in 
living up to. An interesting sidelight upon his character at 
this time was the trouble he took to scotch atrocity rumcurs 
which were then rife and were more often founded upon 
hearsay than on observed fact. He felt strongly that no 
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anekes purpose was eel by the propagation of the false 
and the horrific. 

“He will long be remembered not only for his qualities 
which might be called official but with great affection by 
more than a generation of St. Thomas’s men who will not 
readily forget his merry laughter, punctuated by bursts of 
coughing, his superb cooking, his generous hospitality to his 
students and colleagues, and his inability to speak unkindly 
of others.” 

JOHN TRUSCOTT HUNTER 
M.R.C.S., F.F.A. R.C.S., D.A. 


Dr. Hunter, senior consulting anesthetist to the 
maxillofacial unit of the Queen Victoria Hospital, East 
Grinstead, died at the hospital on Aug. 9. 

He qualified from St. Bartholomew’s Hospital in 1925, 
and after holding appointments there, including that of 
senior resident anzsthetist, he settled in general practice 
in London. A few years later, however, he decided to 
give up his general practice to specialise in anzsthesia. 
His choice was a successful one. His work at the Prince 
of Wales’s Hospital, Tottenham, at the King Edward VII 
Sanatorium, Midhurst, at the Hospital for Tropical 
Diseases, at the Lord Mayor Treloar’s Hospital, Alton, 
at the Metropolitan Hospital, at the King George V 
Hospital, Ilford, and above all, at the plastic surgery 
unit at Queen Victoria Hospital, East Grinstead, earned 
him wide recognition. He was elected a fellow of the 
Faculty of Anesthetists of the Royal College of Surgeons 
of England in 1948. 

A colleague writes: ‘‘ John Hunter was a fine 
clinician, and his experience in general practice gave him 
a valuable background as an anesthetist. To watch 
him assessing, and later ansthetising a small child 
was an experience which few will forget. During the 
late war he worked in a field which touched his natural 
warmth of heart, and which displayed to the full 
his unusual abilities. To the war casualties at East 
Grinstead he became in turn host, father confessor, 
counsellor, doctor, and above all, anesthetist. For 
Dr. John these men had an undying affection and 
unswerving loyalty ; feelings which were fully recipro- 
cated. He made prodigal use of his many talents. A 
cheery, sociable, hearty, amusing, hospitable man, the 
prize which he valued most, and more than many knew 
or appreciated, was the recognition of his anzsthetic 
ability.” 

Dr. Hunter is survived by his wife. 


The photograph of Dr. Mervyn Gordon which we published 
last week was by Messrs. J. Russell & Sons. 


Notes and News 


CUSTODUM CUSTODES 


Tue Committee of Public Accounts, fulfilling their functions 
as financial watchdog, offer a number of criticisms of 
Government departments. 

Beginning with the Treasury, they question whether its 
general attitude, on the advice of the University Grants 
Committee, towards applications for capital grants by 
universities may not be too generous. And though they 
recognise the need to preserve the autonomy of the universities 
‘“they remain unconvinced by Treasury arguments”’ that 
this independence would be prejudiced if (as they recommend) 
the books and accounts of the universities that relate to 
expenditure of grants for non-recurrent purposes were open to 
inspection by the Comptroller and Auditor-General. 

Turning to the National Health Service they express 
disappointment that price negotiations between the health 
departments and the manufacturers have so far been con- 
cluded for only 2 out of the 8000 proprietary preparations 
which are responsible for about a third of the total cost of 
prescriptions. They ask the departments to intensify their 
efforts to ensure that no more than fair and reasonable prices 
are paid for any commodity in substantial demand in the 
N.H.S. ‘‘ They trust that the Departments can count upon 
the help of the medical profession in avoiding unnecessary 
expense to the taxpayer from which their patients derive no 
benefit, and as an essential step towards securing that help ” 
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zs Third Report from the Committee of Public Accounts. 
1952-53. H.M. Stationery Office. Pp. 37. 1s. 3d. 
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they hope “ that the Departments will ier doctors informed 
of the comparative prices of proprietary drugs and of their 
standard equivalents.’ 

After referring to a 6% reduction in the administrative and 
clerical staffs of hospital authorities whose establishments 
have been reviewed and fixed, they express a hope that the 
departments and regional boards will now be able to make 
more rapid progress “‘ especially in the field of domestic and 
ancillary staffs where experience has shown the possibility of 
reduction.” 

Commenting on uncompleted schemes for central heating 
of certain Scottish hospitals, the committee suggest that 
‘some effective priority should be given to capital schemes 
that offer large economies in running expenses.” 


NEW STANDARDS OF METRIC MEASURES 


THe Board of Trade announce that two new standard 
metric measures of 2'/, litres and 250 millilitres were intro- 
duced on Aug. 1. These additional standards have been 
introduced because the Association of British Pharmaceutical 
Industry have advised their members to sell solids, liquid 
galenicals, and pharmaceutical chemicals by metric weight and 
measure only. The standards have been approved by an 
Order in Council dated Aug. 1, 1953. The new order will 
be published as the Weights and Measures (Board of Trade 
Standards: 2'/, Litres and 250 Millilitres) Order, 1953.1 


NEW MATERNITY BENEFITS 

THE new and improved maternity benefits provided by the 
National Insurance Act, 1953, will begin on Oct. 26.2. A 
mother who is confined on or after this date will be able to 
qualify on her own or her husband’s insurance for a maternity 
grant of £9 for each baby born. There is an entirely new 
benefit of £3 which will help to offset the extra expense 
incurred by mothers whose confinements take place either at 
home, or elsewhere than in accommodation provided under 
the National Health Service. These two new grants replace 
the present maternity grant of £4 and attendance allowance 
of £1 a week for four weeks. The new maternity grant and the 
home-confinement grant will also be paid to women who 
qualify for a maternity allowance—the special benefit avail- 
able to women in paid work—although the present attendance 
allowance, which is absorbed in these grants, cannot be paid 
in addition to the maternity allowance. The new maternity 
allowance is 32s. 6d. a week for 18 weeks—£29 5s. altogether— 
as against the old allowance of 36s. a week for 13 weeks— 
£23 8s. altogether. Full details of the new benefits are given 
in a leaflet (N1.17B) available from local National Insurance 
offices and maternity clinics. 


NUFFIELD PICTURES FOR DEAF CHILDREN 


Tue object of early training of the young deaf child is to 
enable him to develop a vocabulary equal to that of the 
hearing child. Great help can be given in this by the use of 
pictorial representations of objects and actions. During the 
past year the audiology unit of the Royal National Throat, 
Nose and Ear Hospital has been able through the generosity 
of the Nuffield Foundation to have a series of 60 such pictures 
reproduced in colour. The pictures have been painted by 
Phyllis Coupland, and have been reproduced in photo- 
lithograph by the Beric Press. Each picture is reproduced 
in two sizes, 3 X 4!/, in., and 7 X 51/,in. The words illustrated 
include such things as jug, chair, spoon, sheep, duck, saucepan, 
and spade. 

The pictures may be had at the cost price of 12s. 6d. for 
the set of 60 pictures in both sizes (120 cards), from the 
Secretary, Institute of Laryngology and Otology, 330, Gray’s 
Inn Road, London, W.C.1. The money will be used for the 
reproduction of further pictures. . 

It may be worth recalling, in this connection, the “ sound 
alphabet ” devised by Dr. W. F. Coningsby * for the treat- 
ment of a case of congenital auditory imperception. The 
example of the speech therapist, supplemented by pictures, 
enabled the child to copy a sound such as “ b-b-b- -b” and to 
end with an explosive shout of the name of the object 
illustrated (such as “‘ bottle ’’). 





1. Copies of the order (8.1. 1953 no. 1200) can be obtained from 
H.M. Stationery Office, price 2d. 
» National Insurance Act, 1953 (Commencement) Order, 
8.1. 1953, no. 1141(C3). H.M. Stationery Office. 2d. 
3. soueninnes Speec h Therapy. London: Heinemann Medical 
Books. 1952. See also Lancet, 1952, ii, 1220. 
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CONTROL OF ISONIAZID 


REGULATIONS ! which came into force on July 31 impose 
restrictions on the supply of isoniazid and its derivatives 
and preparations containing them. They may now be 
supplied to the public only by or in accordance with the 
directions of doctors, dentists, or veterinary surgeons or by 
registered pharmacists on the prescription of doctors, dentists, 
or veterinary surgeons. 


INDUSTRIAL INJURIES 

THE National Insurance (Industrial Injuries) Act, 195% 
will come into operation on Aug. 26.2 The Act makes a 
number of changes in the scheme of insurance against industrial 
injuries while leaving the main structure of the 


: scheme 
unaltered. There is no increase in 


contributions. The 
main change is a relaxation of the conditions for disable- 
ment benefit. At present this can only be paid if the dis- 
ablement resulting from the accident or 


i industrial disease 
is substantial—i.e., assessed by a 


medical board at 20% 
or more—or likely to be permanent. From Aug. 26 the 
benefit may be paid wherever the disablement is assessed 
at 1%, whether it is permanent or not. People who have 
already had claims rejected because their disablement was 
neither permanent nor substantial may now claim benefit 
if they are still disabled. This change does not affect the 
special rules for pneumoconiosis or byssinosis. The Act 
also makes the hospital-treatment allowance available to 
people awarded disablement gratuities, as well as to disablement 
pensioners. 





University of Oxford 


On Aug. 1 the following degrees were conferred : 
B.M.—N. F. Brooks, *J. W. Pearson, *Josephine Bradford. 
*In absentia. 


University of Cambridge 

On July 13 the honorary degree of sc.p. was conferred on 
Prof. H. R. Dew, Bosch professor of surgery and dean of the 
faculty of medicine in the University of Sydney. 
University of London 

At a recent examination for the academic postgraduate 


diploma in medical radiology (diagnosis) the following 
were successful : 

WN... cay ky, M. A. Harris, Kantilal Nagardas Kamdar, J. K. 
Lundie, G. A. Medhurst, D. MacK. K. Muir, J. V. Tillett, L. E. 


Wolpert, Mandel Ziman. 


University of Manchester 


At a recent examination for the degree of cu.m., G. K. Tutton 
was successful. 


Awards for Research in Radiology 


On behalf of the James Picker Foundation, the National 
Research Council of the United States is offering grants and 
fellowships for radiological research. Awards are not restricted 
to citizens of the United States. 


Grants- in-aid are made for research offering promise of improve- 
ment in radiological methods of diagnosis or treatment of disease. 
Applications for 1954-55 must be submitted by Nov. 30, 1953. 

Grants for scholars are designed to bridge the gap between the end 
of * fellowship training ” and ‘‘ the period when the young scientist 
has thoroughly demonstrated his competence as an independent 
investigator.”” A grant of $6000 per year will be made directly to 
the scholar’s institution as a contribution toward his support, or his 
research, or both. Applications for 1954-55 should be submitted 
by the institution on behalf of the candidate before Dec. 31, 1953. 

Fellowships offer *‘ post-doctoral’’ research experience to those 
who look forward to careers in research. Ordinarily they are not 
granted to persons over 35. Applications for 1954-55 must be 
postmarked on or before Dec. 10, 1953. 


Further details may be had from the division of medical 


sciences of the council, 2101, Constitution Avenue, N.W 
Washington, 25, D.C. 


New Secretary of the Department of Health for 
Scotland 


Mr. H. R. Smith, c.B., assistant permanent under-secretary 
of State for Scotland, has been appointed secretary of the 
department in succession to Sir George Henderson, who is 
retiring at the end of October. 

1. The <a utic Substances (Control of Isoniazid) Regulations, 
953. . 1953, no. 1173. H.M. Stationery Office. 2d. 

2. The Kabtonal Insurance (Industrial Injuries) Act, 1953 (Com- 
mencement) Order, 1953. s.1. 1953, no. 1226(C4). H.M 
Stationery Office. 2d. 
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Life Insurance Medical Research Fund of Australia and 
New Zealand 


This fund, which was established at the end of last year, 
has announced the first of its yearly awards, those for 1953, 
amounting to £26,000. The fund is giving four grants-in-aid 
to research departments in Australia and New Zealand and 
three fellowships. 

GRANTS-IN-AID 


Hallstrom Institute of Cardiology, Royal Prince Alfred Hospital, 
Sydney: for a two-year research programme, under the direction 
of Dr. B. Sinclair-Smith, into the correlation between the pulmonary 
insufficiency and pathological lung changes seen in patients with 
mitral stenosis. 

Department of Medicine, University of Otago, New Zealand: for 
research, under the direction of Prof. F. H. Smirk, concerning the 
causes of high blood-pressure in man. 

Baker Medical Research Institute, the Alfred Hospital, Melbourne : 
for research, under the supervision of Dr. T. E. Lowe, into the 
mechanical and electrical energy sredustion of an intact heart 
with a view to elucidating the changes that lead to myocardial 
failure. 

Department of Physiology, University of Western Australia: for 
a two-year research programme, under the direction of Dr. N. I 
Crosby, into the mechanism of the production of cedema in con- 
gestive cardiac failure. 

FELLOWSHIPS 

Senior Fellowship, tenable for three years, to Dr. F. B. Byrom, 
St. Vincent’s Hospital, Sydney, for research in hypertension and 
toxemia of pregnancy. 

Travelling Fellowship to Dr. P. I. Korner, Kanematsu Institute, 
Sydney Hospital, for research on changes in the blood volume in 
the lungs of patients with essential hypertension, and associated 
problems, at the Postgraduate Medical School, Hammersmith, 
London, under Prof. J. McMichael, and in Australia. 

Research Fellowship to Dr. J. R. KE. Fraser, of Melbourne, for 
research in electrocardiography at the Baker Medical Research 
Institute, Melbourne, under the supervision of Dr. Lowe. 


Royal Sanitary Institute 

The Earl of Feversham has been appointed president of the 
health congress which is to be held next year at Scarborough 
from April 27 to 30. 


American Academic Grants 


The American Embassy and the United States Educa- 
tional Commission in the United Kingdom offer grants to 
assist senior British scholars to lecture or carry out research 
in the universities of the United States during 1954-55. 


The minimum period of grant assistance for which application will 
be accepted will be three months ; the maximum will be ten months. 
The monthly stipend will not be more than $270. Candidates who 
receive these grants will be expected to spend at least two thirds of 
the period of their grant at one American university. Candidates 
may receive a grant to cover expenses of travel to and from the 
United Kingdom and the university which is their destination in the 
United States. Application forms may be obtained from the Cultural 
Affairs Officer, Room 302, 41, Grosvenor Square, London, W.1. 
Applications must be submitted before Dec. 1 


The American Embassy, the English-Speaking Union, and 
the United States Educational Commission in the United 
Kingdom are offering grants to assist British graduates to 
attend universities in the United States during 1954-55. 

Further information may be had from Mrs. D. R. Dalton, B.a., 
universities department, English-speaking Union, 37, Charles 


Street, Berkeley Square, London, W.1. Applications must be 
submitted before Nov. 1 


Royal Australasian College of Physicians 
At the annual meeting of the college held in Hobart in 
March, 1953, with Dr. Alex Murphy, the president, in the 
chair, the following were elected to the fellowship : 

Ruthven Blackburn, J. T. Cahill, M. V. Gp R. G. de Cosaipay. 
E. B. Durie, T. H. Steel, I. M. Wartzki, 8S. . Williams, F. Hales 
Wilson. 

The following, having satisfied the board of censors in New 
Zealand, were admitted to the membership : 

K. E. Eyre, L. G. Hannah, M. J. Murray, J. L. Newman, G. H. 
Robertson. 

At a meeting of the council held in Melbourne on May 30, 
the following, having satisfied the board of censors in Australia, 
were admitted to the membership : 


D. E. Anderson, Peter Bull, F. Harding Burns, Eugene G. Gale, 
Bryan Gandevia, R. A. Joske, J. B. Hickie, D. A. Hicks, W. Ls 
Moore, J. L. a+ mang H. P. B. Harvey, J. D. McDonald, J. ys ° 
Kelly, J. S. Calder, 8. C. Milazzo. 


International Blood Transfusion Society 

This society will meet in Geneva on Sept. 12 and 13. The 
subjects chosen for discussion are: Plasma Substitutes and 
Pharmacodynamics of Shock (so-called Refrigeration). Further 
information may be had from the Centre de Transfusion 
Sanguine, Hépital Cantonal, Geneva, Switzerland. 


London County Council 


Miss Evelyn Robinson has been appointed chief nursing 
officer in the council’s public-health department. 


Aslib Directory 

The Association of Special Libraries and Information 
Bureaux is preparing a new edition of its directory. 
published in 1928, which has been out of print for some years, 
Over 6000 questionnaires have been sent to universities, 
colleges, technical institutions, public libraries, museums, 
research organisations, Government departments, learned and 
specialist societies, and commercial and industrial firms. 
Any organisation which acts as a source of information on 
a specialised subject and which has not received a question- 
naire is asked to write to the director of Asis, 4, Palace Gate, 
London, W.8. 


R.A.F. Appointment 


Mr. B. J. Bickford has been appointed honorary civil 
consultant in thoracic surgery to the Royal Air Force for a 
period of three years. 


Medical Research Council 


The council has made the following travelling awards for 
1953-54 : 
Rockefeller Travelling Fellowships in Medicine 


Dr. J. R. Anderson, lecturer in pathology, University of Glasgow. 
1 “7% D. H. L. Evans, lecturer in anatomy, University College, 
sondon. 

Dr. O. F. Hutter, assistant lecturer in physiology, University 


London. 
I. McCallum, first assistant, 
industrial health, King’s College, 


( nee, 
R. Nuffield department of 
Newcastle upon Tyne. 


Dr. J. Paul, assistant lecturer in biochemistry, University of 
Glasgow. 
Dr. G. Watkinson, lecturer in medicine, University of Leeds. 


Eli Lilly Travelling Fellowships in Medicine 
Dr. J. G. Millichap, chief assistant, children’s department, 
St. Bartholomew’s Hospital, London. 
Dr. G. H. Sloane Stanley, assistant lecturer in biochemistry, 
Institute of Psychiatry, Maudsley Hospital, London. 


Alexander Pigott Wernher Memorial Travelling Fellowships in 
Otology 
Dr. D. R. Haynes, department of otolaryngology, Johannesburg 
pt en Hospital (2nd year award tenable at King’s College Hospital, 
ondon). 


French Exchange Scholarships in Medical Science 
(in association with the Centre National de la Recherche Scientifique) 


Dr. D. Rowley, bacterial chemistry department, Wright-Fleming 
= of Mic robiology, St. Mary’s Hospital Medical School, 
sondon. 


M.R.C. Applied Psychology Research Unit 

The Medical Research Council have appointed Dr. N. H. 
Mackworth to be director of their Applied Psychology 
Research Unit, at Cambridge, in succession to Sir Frederic 
Bartlett, F.R.s., who retires in October. 


Sir Frederic directed the unit in an honorary capacity while 
holding the chair of experimental psychology in the university. 
Dr. Mackworth, a whole-time member of the council’s staff, was 
formerly assistant director. Under arrangements recently agreed 
between the university and the council, the larger part of the 
unit’s work will in future be done outside the university department 
of experimental psychology, in accommodation acquired by the 
Council at 15, Chaucer Road, Cambridge, which will be the official 
address of the unit from Oct. 1; but the association with the 
department will be preserved and some members of the unit will 
continue to be accommodated in it. A few former members of the 
unit have been detached and will in future work wholly in the 
department under the general direction of Prof. 0. L. Zangwill, 
who has succeeded Sir Frederic as professor and head of the 
department. 





The British Standards Institution has issued a standard which 
specifies requirements for ward cots suitable for use by adults in 
hospitals and similar institutions. Copies may be obtained from 
sales branch of the institution. From Aug. 17 the institution will 
be in full operafion at its new premises, 2, Park Street, London, W.1. 
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CHAMBERLAIN, A. G., M.R.C.S.: 
Regis, Dorset. 

FALCONER, C. W. A., M.B. Edin., F.R.C.8.E.: part-time asst. surgeon 
ns gi Deaconess Hospital, Edinburgh. 


Murpock, J. R., B.A., M.D. Dubl., D.P.H., D.C.H. 
school M. = Huddersfield. 
Rosson, J. S., M.B. Belf., D.P.M. : 
Hall Hospital, Sheffield. 
Skep, A. G., M.B. Glasg., D.P.H. : 


appointed factory doctor, Lyme 


M.O.H. and chief 


consultant psychiatrist, Harmston 


asst. M.O.H., Ayr. 
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GUANILLIN now renamed 


GUANIMYCIN 


The new Allen & Hanburys product containing Streptomycin and Sulphaguanidine, which 
has been widely prescribed since its introduction under the name Guanillin has now been 
renamed GUANIMYCIN. 


Practitioners are finding that GUANIMYCIN meets a modern need in treating many 
distressing infections of the gastro-intestinal tract. It is issued as a stable, dry powder, 
from which a palatable homogeneous suspension is made. Each bottle contains Strepto- 
mycin Sulphate 1 gramme and Sulphaguanidine 8 grammes in a suspending agent. 


INDICATIONS.—GUANIMYCIN is prescribed for gastro-enteritis, bacillary dysentery, 
salmonella food poisoning and summer diarrheea, in adults, children and infants. 


GUANIMYCIN 


Trade Mark 


ORAL STREPTOMYCIN SULPHATE with SULPHAGUANIDINE 


In bottles to prepare 4 fluid ounces 


Literature on application 


























HANBURYS LTD LONDON 3 


BISHOPSGATE 320! (2OL/INES). TELEGRAMS: “GREENBURYS, BETH, LONDON’ 


& 





ALLEN 


TELEPHONE 





-Z 
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Availability of 


Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a deficiency 
condition appears to result from the lack of an 
individual factor of the group and it is considered 
necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should be administered 
concurrently. 

It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 


Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 


@ Aluzyme is not advertised to the public and may 
be prescribed on form E.C.10. 


fl LUZYME 


NON-AUTOLYSED YEAST 
with completely available Vitamins 





Have you had your free copy of “* The Therapeutic and Nutritional 
Value of Brewers’ Yeast”? 


Professional Samples and Prices on request from :— 
ALUZYME PRODUCTS 
MINERVA ROAD, LONDON, N.W.10. 











RBC 


Rybar Benzocaine Calamine Cream 





A bland, sedative germicidal cream possessing powerful 
local anasthetic properties. It is of great value in the 
treatment of eczematous conditions, pruritus, tinea and 
other skin infections due to bacteria or fungi. The 
soothing effect produced on the application of R.B.C. 
in cases of intractable itching materially assists healing by 
promoting sleep and preventing rubbing and scratching. 


Formula :— 


Phenyimercuric Nitrate ... 0.10% 
lso-buty! para-aminobenzoate 1.00% 
N-butyl para-aminobenzoate 1.00% 
Benzocaine ... ot a 8.00% 
Cholesterol ... 0.10% 
Calamine . am ae 10.00%, 
Hydrophilic Base to ase 100.00% 


All percentages w/w 
Mode of issue : Collapsible tubes containing | oz. 
May be freely prescribed on Form{ECI0. 





Professional sample and literature on request from : 


RYBAR /oberaionies i10 


TANKERTON * KENT 








A patient on an Intalok 
mattress can relax com- 
pletely. With this unique 
spring system great com- 
fort is combined with 


correct support. Intalok 


a peaceful 
night Doctor 





springs are much finer than those usually used in 
Yet, 
because there are hundreds of them, interlinked 


mattresses—giving a softer ‘local’ resilience. 


spring into spring, the overall support is even and firm. 
The complete rest Intalok brings makes a real con- 
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tribution to the patient’s recovery. 


Here are other good reasons why 
Intalok is the ideal hospital 
mattress : 


1 All metal parts are rustless— 
can be sterilized repeatedly. 

2 The spring centre gains by 
repeated stoving. 

3 The special Intalok spring 
system makes the mattress un- 

usually light and easy to handle. 


4 Intalok mattresses can be 
made to special thicknesses or 
sizes, Or in segments to suit 
special cases. 


5 Existing hair mattresses can 
be converted to Intalok. This 
cuts costs, 


6 Every Intalok springing unit 
is guaranteed for ten years, 


Write for illustrated leaflet and prices. 





THE HOSPITAL MATTRESS 
Intalok Ltd., Caldwell Road, Nuneaton 
INTALOK IS A PRODUCT OF THE SLUMBERLAND 


GROUP 
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BY APPOINTMENT 
SURGICAL APPLIANCE MAKERS 


Cyprane 


SPECIALISE H. E. CURTIS & SON LTD. 


IN EQUIPMENT 


FOR Can you do better for your patients 





when prescribing 
ABDOMINAL BELTS OR TRUSSES 
than to recommend them to a firm 
who have made a scientific study and 
specialised in this particular branch 


TRI LENE of — for fifty years. 


“TRILENE” IS THR TRADE MARK OF ’ i 
IMPERIAL CHEMICA! (PHARMACEUTICALS) LTD. SBUDOMINAL BELTS ELASTIC CORSETS 


AND SUPPORTS HOSIERY: TRUSSES etc. etc. 








4 MANDEVILLE PLACE, LONDON, W.1 


CY P R AN E iT D. Tel. WELbeck 2921/2922. 
HAWORTH ; KEIGHLEY : YORKS Grams: Hecson, Wesdo. 






































Efficient 
Salicylate Medication 


* A LASIL’ is an analgesic, antipyretic and sedative 

of established value. It provides the physician 
with an efficient form of salicylate medication which 
combines the advantages of high tolerability and 
greater freedom from the possibility of unpleasant 
gastro-intestinal sequele. 


. This tolerability is due to the fact that ‘ Alasil’ is a 
combination of acetylsalicylic acid with ‘ Alocol’ 
(Colloidal Aluminium Hydroxide), an effective gastric 
sedative and antacid. 

For these reasons ‘ Alasil’ can be administered with 


confidence—over prolonged periods if necessary—to 
children, adults, the aged, and patients with finely 


f 1 
ae ma) 





balanced digestive capacities. 
A supply for clinical trial with full descriptive literatnre A. WANDER LTD. 
Sent on request. 42 Upper Grosvenor St., M.323 
As ‘ Alasil’ is a purely ethical product and not advertised to the Grosvenor Square, 
public, it can be prescribed under the N.H.S. on form E.C.10. London W.1. 
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R Fe 
“Thank you, Nutoe- 
now watch me 
take my ow 
advice!” 


To persuade the mind to shelve its problems, 


the body to relax into deep sleep . . . Bourn-vita 


—made with malt, cocoa, milk, sugar and eggs. 


sleep sweeter- 
ourn-vita 


made by 2D codbur 

















WHEN YEAST IS INDICATED 


DCL VITAMIN B; 


YEAST TABLETS 


form a palatable and rich 
source of Vitamin B; 


The Dried Yeast from which these tablets are 
made contains in each gram approximately 300 
International Units of Vitamin B,;, 50 micrograms 
of Riboflavin, 250-350 micrograms of Nicotinic 
Acid and 25-50 micrograms of Vitamin Bg. 


* 3 D.C.L. Vitamin B, Tablets 


Is 1 gram. 
Issued by all chemists in bottles 


50 and 100. 





ANOTHER QUALITY OF DRIED YEAST 
IN POWDER FORM IS AVAILABLE AS;— 


DRIED YEAST ®"~ 


FOR HOME AND EXPORT 


Full particulars may be obtained from 
THE DISTILLERS CO. LTD. 
12 TORPHICHEN STREET EDINBURGH 

















oe 


AIR AMBULANCE 
SERVICE 


SPECIALLY EQUIPPED TWIN-ENGINED 
AIRCRAFT ALWAYS AVAILABLE 
ANYWHERE — ANYTIME 
WITH COMFORT & SPEED 


Write or phone for quotation to:— 


OLLEY AIR!SERVICE LIMITED 


CROYDON AIRPORT, SURREY 


THE AIR AMBULANCE SPECIALISTS 
CROYDON 5117/9 DAY AND NIGHT 


EL ROE ES TE 


AKLOREP 


(Betain. HCl and Pepsin) 


Achlorhydria 
Hypochlorhydria 
and all associated 

conditions. 





SLOANE 5855 











RRS | 











50 tablets 6/6d. (subject) 


—- ast : Samples on signed request 
j ROBERTS & CO. 
76, New Bond Street, London, W.1 
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ST. ANDREW’S HOSPITAL 


FOR NERVOUS AND 
MENTAL DISORDERS 


NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 





MEpIcAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 





This Registered Hospital is situated in 130 acres of park and pleasure grounds. 


Voluntary patients, who are suffering from 


incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; pen ene —— and certified patients 
ts) 


of both sexes are received for treatment. 
rooms with s 
can be provided. 


Careful clinical, biochemical, bacteriological, and pa‘ 
nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


Ogical examinations. Private 


WANTAGE HOUSE 


This isa 
with all the ap 
insulin treatment is available for suitable cases. 
Turkish and Russian baths, th 
etc. There is an Opsseting Theatre, a Dental Surgery, an 
enn and High-frequency treatment. 
research. 


Leven aeiy 3 Hospital in detached grounds with a separate entrance, to which patients can be admitted. 
para’ 


ra 
It also contains Laboratories for biochemical, 
Psychotherapeutic treatment is employed when indicated. 


It is equipped 


for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
It contains special de 
e prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 


ments for hydrotherapy by various methods, including 


Room, an Ultraviolet Apparatus, and a Department for 
teriological, and pathological 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 


Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. 


therapy is a feature of this branch, an 
growing. 


Oecupational 


patients are given every facility for occupying themselves in farming, gardening, and fruit 


BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 


branch for a short seaside change or for longer periods. 
is trout-fishing in the park. 


The Hospital has its own private bathing house on the seashore. 


There 





At all the branches of the Hospita! there are cricket grounds, football and hockey 
bowling greens. Ladies and gentlemen 


courts), croquet grounds, golf courses, and 
provided for handicrafts, such as carpentry, etc. 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE : 


can be seen in London by appointment. 


ounds, lawn tennis courts (grass and hard 
ave their own gardeus, and facilities are 


Northampton 4354 (3 lines)), who 





CAMBERWELL HOUSE, 33, Peckham Road, London, S.E.5 


Telegrams: 
“Psrcnotia, Lompox ” 


Completely detached Villas for mild cases. Voluntary Patients received. 
Recreation Hall with Badminton Court, and all indoor amusements. 


Senior Physician Dr. THOMAS T. BARTLETT, assisted by 
8 resident Medical Staff and visiting Consultants 


A PRIVATE HOSPITAL FOR THE 
TREATMENT OF NERVOUS AND MENTAL DISORDERS 
Fifteen acres of grounds. 


Occupational therapy, Calisthenics, Actinotherapy, prolonged 
shock and all modern forms of treatment. 


Telephone : 
Bopmwy 4242 (2 lines) 


Hard and grass tennis courts, putting greens, 
immersion baths, 
Chapel. 
An Lustrated Prospectus giving fees, which are reasonable, 

pplication to the Secretary 


may be upon appli 


The Convalescent Branch is HOVE VILLA, BRIGHTON. 





BOWDEN HOUSE 


HARROW-ON-THE-HILL, MIDDLESEX 
Established in 1911 Tel. : BYRon 101! & 4772 
(Incorporated Association not carried on for profit) 

A private clinic for the treatment of the neuroses and nervous 
disorders by psychotherapy and all modern physical therapies. 

Apply: MEDICAL DIRECTOR 


CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone: PINNER 234 


A Private Home for the Treatment and Care of Mental and 
Nervous Illnesses in both Sexes. 

A modern house, 12 miles from Marble Arch, in attractive 
secluded grounds Patients treated under Certificate, Tem- 


os or Voluntary status. Modern forms of treatment. 
Rote ing psychotherapy, narco-analysis, modified insulin, 
occupational therapy, E.C.T., etc. Fees from 12 guineas a week. 

DOUGLAS MACAULAY, M.D., D.P.M. 


MUNDESLEY 





SPRINGFIELD’ HOUSE 


Phone: BEDFORD 3417 Near BEDFORD 
For MENTAL CASES (including the aged) 


Fees from Eight Guineas per week (Separate Bedrooms for suitable 
cases wi extra charge) 
For forms of admission, &c., apply to the Resident Physician, 
CEDRIC W. BowEr. 
INTERVIEWS IN LONDON BY APPOINTMENT. 


THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester, equipped for the treatment of 
Pulmonary Tuberculosis. Full day and night nursing staff. 

Terms £10 i0s. Od. per week 


Full particulars from Secretary. COTSWOLD SANATORIUM, 
CRANHAM, GLOUCESTERSHIRE. 
Telephone : Witcombe 2/8! 


SANATORIUM 





MUNDESLEY, NORFOLK 


TERMS FROM 16 GUINEAS WEEKLY (Single Room). 


9? > 14 ”> ” 


Waiting list: 2 weeks 


(Shared Room). Immediate vacancies 


Medical Superintendents : 


E. C. WYNNE-EDWARDS 
M.B.(Cantab.), F.R.C.S.(Edin.) 


For all information apply THE SECRETARY 


GEORGE H. DAY 
M.D.(Cantab.) 


Telephone: Mundesley 94 and 95 (2 lines) 
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CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
In the same grounds, ROWDENS, a comfortable house with lovely views. 


Beautiful garden and own dairy in 35 
Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Telephones—TEIGNMOUTH 289 and 537 


Resident Physicians—BERTHA M. MULES, M.D., B.S. 


ANNE S. MULES, M.R.C.S., L.R.C.P 


acres 





CHEADLE ROYAL “CMEC 


A Registered Hospital for MENTAL DISEASES and its 
Seaside Branch, GLAN-Y-DON, Colwyn Bay, 


For Yerms and further information apply to the MEDICAL SUPERINTENDENT 


CHESHIRE 


object of this Hospital is to provide the most ae 


pas for the treatment and 
sexes suffering from MENTAL and NERVOUS DISEASES. 
The Hospital is governed by a Committee appointed Ld 


care of patients of both 


Trustees. Deep and Modified Insulin Coma; _ E.C.T. 
N. Wales and Psychotherapeutic treatment given. VOLUNTARY, 
TEMPORARY, AND CERTIFIED PATIENTS RECEIVED. 


Telephone : GATLEY 2231 





HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. 


of treatment carried out. 


available. Special Geriatric Unit now open. 


Accommodation for Alcoholics and Addicts 
Fees from 6 gns. per week 


All types 


upwards according to requirements. 


Apply to Dr. J. A. SMALL 


Telephone : 


Norwich 20080 


THE LANCET 


Annual Subscription: £2 2 0 per annum 


Special reduced rates to Students 


Air-mail edition available 





ACADEMIC AND EDUCATIONAL 


Page 
SECTION 26 
ADMINISTRATIVE 
Manchester R.H.B. Deputy Sr. M.O. 27 
ANAZSTHETICS 
Hosp. oa Sick Child., W.C.1. Sr. 
ee 00 an 
North ‘Bast Met. R.H.B. Regs. ro ae 
Bath. Royal U nited. Sr. H.O. 31 
Birmingham. Dudley Road. H. 0.8 31 
Birmingham R.H.B. P.-t. Cons. ee 
Birmingham R.H.B. Reg ee 
Blackburn & Dist. H.M.C. Reg. -- 382 
Blackburn & Dist. H.M.C. Sr. H.O... 32 
Brighton. Royal Sussex County. Sr. . 
Cambridge. Addenbrooke’s. H.O.. 33 
Chelmsford Hosps. Sr. H.O. . 33 
Coventry & Warwickshire. Sr. H.O. 34 
Dartford H.M.C. Sr. H.O. 34 
Derby. Derbyshire Royal Infy. Reg. 34 
Dudley, Stourbridge and Dist. Sr. H. 0. 34 
Halifax. Royal Infy. Sr. H.0O. 35 
= h. East Suffolk & Ipswich. Sr. ‘ 
vs . 36 
Leeds R. H.B. Reg & Sr. Reg. 36/37 
Manchester. C srumpsall. Reg. ok) 
Manchester R.H.B. Cons. 4 Se 
Manchester R.H.B. Reg = “ae 
Mansfield & Dist. Gen. Br, H.O. .. 37 
Newcastle R.H.B. Locum Cons, or 
Sr. H.M.O. a 
Norwich United Hosps. “Reg. 39 
Plymouth. South Devon & Kast 
Cornwall. H.O. ; x 39 
Rochdale. Birch Hill. Sr. H.O. 40 
Romford. Rush Green. Sr. H.O. 40 
Rotherham. Moorgate Gen. Reg. 40 
aka x ~~. Reg. .. :'s 1 
Stafford H.\ H.0, eh ot ae 
Swindon. Vis Sr. H.O 42 
Warwickshire. s. Warwickshire 
Group. Sr. H.O. 42 
Wolverhampton H.M. Cc H.O0. 43 
Douglas. Noble’s Isle of Man. H.O. 43 
New Zealand. Otago Hosp. Board. 
Sr. Reg. & Asst. Lect "2 “< oe 
Northern Ireland Hosps. Authority. 
P.-t. Cons. 5. > 
CARDIOLOGY 
National Heart, W.1. Sr. H.O. 29 
ema hy 
Acton, W.3. Locum Sr. H.O.. . ioc 
Lambeth, | 2 Sa. SS eo 29 
Miller Gen., S.E.10. Sr. H.O. 29 
Putney, 8. W.15. H.O.’s ‘ 29 
Royal Free, W.0.1. H.0. a 29 
St. George-in-the-East, E.1. Sr. H.O. 29 
West London, W.6. Sr. H.O. ba 
Birmingham R.H.B. Reg. .. eet) 
Birmingham United Hosps. Sr. H.O. 31 
Cardiff. St. David’s. Sr. H.O. is 3 
Carshalton. St. Helier. Sr. H.O -. 33 
Chelmsford & Essex. Sr. H.O. ss BS 
Clacton & Dist. Sr. H.O. (Temp.) 34 


Colchester. 
Sr. H.O., 


Essex County. 
Sr. H.0. & H.0. . 34 
Coventry & Warwickshire. Sr. H.O. 34 
Derby. Derbyshire Royal Infy.Sr.H.O. 34 
Dudley, Stourbridge & Dist. Sr. H.O. 


Locum 
‘ 33/3 


24 s 





Vacancies 


Edgware Gen. 
Edgware Gen. 


ag um Reg. 
H.O.’s 


Enfield. Chase hy Locum Sr. H. O. 
Exeter. Royal Devon & Exeter. H.O. 
Guildford. Royal Surrey County. 
Sr. ‘ ‘aieh 
Hastings. Royal East Sussex. Sr. H.O. 
Hertford County. H.O. or Locum 
H.O. Se bea 
Maidstone. West Kent Gen. ‘Sr. H. Oo. 
Mansfield & Dist. Gen. Sr. H.O 
Newport, Mon. Royal Gwent. Jr. 
H.M.O. & Sr. H.O.. , 
Plymouth. South Devon & East 
Cornwall. Sr. . we 
Poole Gen. Sr. H.C oy ‘e 
Portsmouth Group a ‘M.C. Sr. H.O. 
Romford. Oldchurch. Sr. H.O.  .. 
Scunthorpe. War Mem. Sr. H.O. :. 
Slough. Upton. Locum Sr. H.O. & 
Sr. H.O. os > es 
Swansea. Morriston. Sr. H.O. 
Wolverhampton H.M.C. H.O. 


CHEST AND TUBERCULOSIS 


Central Middlesex, N.W. 10. BO... . 

London Chest, E.2. H.O.’s, Sr. H.O. 
or Reg., & P.-t. Reg. . 

St. Charles’, W.10. H.O. 


Aylesbury. 


Royal Bucks & Assoc. 
Hosps. M.C 


1.0. or Locum H.O. 


Birmingham R.H.B. Reg. 

Bradford Royal Infy. H.O. .. 

Camborne. Tehidy. Resident. 

Cambridge. Papworth. H.O : 

Cottingham. E. Yorks. Sr. H.O. & 
Jn BM.O. .. = _ 

Manchester. Baguley. Sr. H.O. 


Manchester R.H.B. Regs 

Manchester. West Manc Eater: H.M.C. 
Sr. H.O. 

Milford Chest. 


‘Sr. H.O. ‘ 
Newcastle. Walker Gate. Sr. Mes: 
Rochdale & Dist. H.M.C. Jr. H.M.O. 
Sheffield. City Gen. Reg. ‘ os 
Sheffield R.H.B. Sr. Reg. 5 
South Lincolnshire Area. Reg. 


Wakefield. Pinderfields Gen. Sr. H.O. 
Yorkshire. East Riding H.M.C. H.O. 


DENTAL SURGERY 
South East Met. R-H.B. Reg. 


DERMATOLOGY 
Isleworth. West Middlesex. H.O. 


EAR, NOSE, AND THROAT 
Metropolitan BN. & T & St. 
Abbots. H.¢ 
North East Met ’R. H. ‘B. 
Westminster, 8S. W.1. 
Aylesbury. Roy x’ 
Hosps. M.C. H.¢ 
Batley Gen. H. oO at 
Birmingham R.H.B. Regs 
Bournemouth. Royal Vic. 
Bradford. Royal Eye & Ear. H.O. 
Dartford H.M.C. H.O. 
Derby. Derby shire Royal Infy. Reg. 
East Cumberland H.M.( H.O. 
Manc ~ sees North Manchester H.M.C. 


2¢ 


Menckouher R.H.B. 


Mary 


Reg. 
Sr. H.O. 
Bucks & Assoc. 


“H.O. 


Reg. 





Manchester. West Manchester H.M.C. 
Pre-reg. H.O 4 
North & “2% Cheshire H.M.C. 
.& H.C wr 

P.-t. 


H.O 
North ‘West Met. R. H.B. 
Plymouth Clinical Area. Reg. 
Portsmouth Group H.M.C. 8r 
GENITO-URINARY 

Carshalton. St. Helier. P.-t. 


Sr. H.M.O 
Manchester. 


Sr. 
Cons. 


HO. 


Locum 


r ‘rumpsall. Sr. H.( ). 
GERIATRICS 

North East Met. R.H. B. 
Newcastle Gen. Sr. H.¢ 

Watford. Shrodells. sr, ‘H.O. 

INFECTIOUS DISEASES 

a & Barking Group H.M.C. 


North Kast Met. R.H.B. P.-t. Sr. 
1.M 


H.O. 
H.O. 


Reg. 


Sr. 


Paisley. Sao tious Diseases. 
Portsmouth Group H.M.C. 


MEDICINE 
North East Met. R.H. .. 
South Lodge, N.21. H.¢ 
St. Thomas’s, S.E.1. Sr. “Se 
a Dudley Road Infy. 
.M.O.’s 
Bishop’s Stortford & Dist. 
Blackburn & Dist. H.M.C. 
Bolton & Dist. H.M.C. 
Bradford. St. Luke’s. 
Brighton. Ne - 
Women. H.¢ 
Bristol.  ¢ ae Frene hay 
Sr. 3 
Cardiff. Royal “Hamadryad Gen. & 
Seamen’s. Sr. ). 


me. 

Jr. 
ae 
Reg. 
ee 


Locum Sr. 
Sussex Hosp. 


H.0. 
for 


‘HLM.C. 


Carmarthen. West Wales Gen. H.O. 

Chichester. St. Richard’s. Pre-reg. 
5 ais oe ey. re ‘ 

Coventry. Gulson. H.O. “> ny 

Dewsbury. Staincliffe Gen. Jr. 
H.M.O. & H.O. Ag a 

East Anglian R.H.B. Sr. H.M.O. 


East Cumberland H.M.C. 
Edgware Gen. H.O.’s.. 
Edinburgh. ro ge Hosp. 
Women and Child. H.O. 
Hereford Gen. H.O. 
Hillingdon. Middx. H.O. 
Huddersfield Royal Infy. 
Hull Royal Infy. H.O. 
Ipswich. St. Helen’s. 
Kettering Gen. Pre-reg. H. oO. 
Leeds R.H.B. Reg. 
Leigh Infy. Lanes. H.O 
Mitcham Junction. Wandle 
Sr. >. 
Newmarket Gen. H.O. i 
North & Mid-Cheshire H.M.C. Sr. H.O 


H.O. 
for 


H.0. 
-05-.;., 


‘Vv alley. 


Paisley. Royal Alexandra Infy. H.0O.’s 
Paisley. Royal mY xandra_ Infy 
Annexe. Jr. H.M .- 
Plymouth. South Reams '& Kast 
Cornwall. H.O. ‘ ae 
Poole Gen. H.O. 


Portsmouth Ae Bi H.M.C 


H.O. 
Romford. Vie tb 
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Rotherham, Doneaster Gate. Reg... 40) Salisbury Gen. H.O. a .. 40) South Western, S.W.9. Sr. H.0. .. 
Rugby. Hosp. of St. Cross & St. Luke’s. Scotland. Eastern R.H.B. Sr. Reg. 40] St. Charles’, W.10. H.O. .. ain 
Sr. H.O. és 40 | Scunthorpe & Dist. War Mem. Reg. 40} Ashford. Kent. H.O. om <«; 
Sheffield No. 1 H.M.C._ H.O. 41 | Shrewsbury. Royal Salop Infy.Sr.H.O. 41] Ashford. Wille: sborough. H.O. , 30 
Southampton Group H. M. C H.O. .. 41} Truro. Royal Cornwall Infy. Sr.H.O.’s 42} Ashton, Hyde & Glossop H.M.C. H.O. 30 
Stoke-on-Trent. City Gen. ‘H.O.’s .. 41] Wi igan. Royal Albert Edward Infy. Barry Aecident & Surgical. H.O. or 
Torquay. Torbay. H.O. ow oe on Sr. H.¢ « hl Sr. H.O. és - aa eis 
Welsh R.H.B. Reg. .. <a .. 42] Winche ae Roy al Hants “County. Bath. St. Martin’s. H.O. .. Ath 
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Academic and Educational 
ROYAL COLLEGE etait SURGEONS OF ENGLAND 





SURGERY LECTURES AND CLINICAL CONFERENCES 
SEPTEMBER/OCTOBER, 1953 

A Course of 24 Surgery Lectures, with 10 Clinical Conferences 
at certain selected hospitals, will be held from 28th September-— 
16th October, 1953. Only a limited number of students can be 
accepted for the Clinical Conferences. 

Fee : Whole Course £15 15s. ; Lectures only £10 10s. 

Applications, accompanied by a cheque for the appropriate 
fee, should be sent to Mr. W. F. Davis, Deputy Secretary, 


Royal College of Surgeons of England, Lincoln’s Inn-fields, 
W.C.2, from whom further information may be obtained. 
(HOLborn 3474.) 


UNIVERSITY OF GLASGOW 
POSTGRADUATE MEDICAL EDUCATION COMMITTEE 
PRIMARY EXAMINATION FOR THE SURGICAL FELLOWSHIPS 

A Course of instruction in anatomy, physiology, biochemistry, 
pathology and bacteriology suitable for candidates preparing 
for the Primary Examination of the Fellowship qua Surgeon of 
the Royal Faculty of Physicians and Surgeons of Glasgow will 
be held from 12TH OCTOBER to 4TH DECEMBER, 1953. (The 
Primary Examination conducted by the Glasgow Royal Faculty 
is accepted by the Royal Colleges of Surgeons of Edinburgh, 
of England, and in Ireland in lieu of the corresponding examina- 
tions of these Bodies. ) 

The Course will comprise a total of approximately 160 hours 
instruction given daily from Mondays to Fridays between the 
hours of 12 NOON and 5.30 P.M. 

The Course will be open to the junior staff of hospitals in the 
Western Region of Scotland and also to other suitable applicants. 
Applicants not employed in the hospitals of the Western Region 
will, so far as can be arranged, be given an honorary clinical 
attachment to 1 of the surgical teaching units. 

The fee for the Course is 25 guineas. 

COURSE IN CHEMOTHERAPY 

A short intensive Course on the Principles and Application of 
Chemotherapy in Acute and Chronic Infectious Diseases will 
be held at Ruchill Hospital, Glasgow, from MONDAY, 5TH 
OCTOBER, tO SATURDAY, 10TH OCTOBER, 1953. The Course will 
comprise :— 

(1) Systematic lectures followed by 
demonstrations on the different 
pneumonia and tuberculosis. 

(2) Lectures and demonstrations on the scope and effective 
me E... of all forms of chemotherapy. 

(3) Practical demonstrations of the techniques used in the 
diagnosis and control of infectious disease. 

The fee for the Course is 5 guineas. 

The usual arrangements for financial assistance are available 
to National Health Service practitioners attending this Course 
whereby the fee, cost of travelling and subsistence, and locum 
expenses may, subject to certain conditions, be recovered from 
Government sources. 

Those wishing to attend either of these Courses should make 
early application to the Director of Postgraduate Medical 
Education, The University, Glasgow, W.2, from whom further 
details and a syllabus may be obtained. 


INSTITUTE OF. Basic MEDICAL SCIENCES 


LECTURES AND DE MONSTRATIONS | IN ANATOMY, APPLIED PHYSIO- 
LOGY AND PATHOLOGY, APRIL-JULY, 1954 
A full-time Course of Lectures and Demonstrations in the above 
subjects will be held at the Institute from 5th April—2nd July, 
“— eee for this Course will be strictly limited. 
ee £63 
Closing date for applic ations is Friday, 


clinical 
including 


appropriate 
infectious diseases, 


9th October, 1953. 
LECTURES IN ANATOMY, APPLIED PHYSIOLOGY AND PATHOLOGY, 
APRIL-JULY, 1954 

A course of Lectures only in the above subjects will be held 
at the Institute from 5th October, 1953-Ist January, 1954. 
The Lectures will be held in the mornings from Monday to 
Friday each week. 

Fee £36 15s. 

Full information of and application forms for these courses 
may be obtained from Mr. W. JAVIS, Secretary, Institute 
of Basic Medical Sciences, Royal College of Surgeons of England, 
Lincoln’s Inn-fields, London, W.C.2 (HOLborn 3474). 


THE MILROY LECTURES ON STATE MEDICINE 
AND PUBLIC HEALTH 


The Council of the Royal. College of Physicians of London 
is prepared to receive applications for the office of MILROY 
LECTURER for 1955. 

Applications must be addressed to the 
College of Physicians, Pall Mall East, 
College on or before 9th September, 1953. 

2 Lectures are to be given on a TUESDAY and THURSDAY in 
FEBRUARY Or MARCH, 1955. 

A copy of Dr. Milroy’s *‘ Suggestions ” on the subject of his 
bequest, and information as to the emolument, may be obtained 
from the Registrar. 

Royal College of Physicians, 


Registrar, 


Royal 
8.W.1, to 


reach the 





Pall Mall East, London, S.W.1. _ 


CANADA. DALHOUSIE UNIVERSITY, Halifax, Nova 
scoTia, Applications are invited for the vacant posts of ASSIS- 
TANT PROFESSOR OF MICRO-ANATOMY (Histology and 
Embryology) and ASSISTANT PROFESSOR OF GROSS 
ANATOMY, appointment dating Ist September, 1953, initial 
salary of the order of $4500— $4600 (£1613 sterling—£1649 sterling) 
p.a. The positions are open to Science or Medical Graduates. 
Applications should be sent to Prof. R. L. de C. SAUNDERS, 
c/o Mrs. MacDougall, Upper Slaughter, near Cheltenham, 
England, not later than 7th September, 1953, 


Gloucestershire, 
26 





THE ROYAL CANCER HOSPITAL 
Fulham-road, London, 8.W.3 


GORDON JACOBS RESEARCH FELLOWSHIPS 

Applications are invited from medically qualified persons for 
a Full-time Clinical Research Fellowship. Special consideration 
will be given to applicants wishing to carry out research in the 
medical aspects of protection against ionising radiation. The 
grant will be £650—-£750 according to age and experience, and the 
appointment wil! be for 1 year in the first instance, and may be 
renewable annually to a tenure of 3 years. 

Applications should include (a) an outline of the research 
proposed, (b) details of previous training and experience, 
academic qualifications and published papers, and (c) the names 
of 2 referees, and addressed to reach the House Governor not 
later than 7th September. 


UNIVERSITY OF EDINBURGH. Applications are 
invited for the post of LECTURER IN BACTERIOLOGY. 
The Lecturer appointed will be expected to act as Assistant 
Bacteriologist in the Royal Infirmary of Edinburgh. The 
successful candidate will be required to take up duty on Ist 
October, 1953, or as soon thereafter as possible. Salary scale 
£600-£100-£1000 p.a., with superannuation benefit and family 
allowance where applicable. 

Further particulars may be obtained from the undersigned, 
with whom applications, giving the names of 3 referees, should 
be lodged not later than 5th September, 1953. 

CHARLES H. STEWART, Secretary to the University. 

August, 1953. 


WORLD HEALTH ORGANIZATION. Applications are 
invited from Female candidates with specialist qualifications and 
experience for the post of PROFESSOR OF GYNASCOLOGY 
AND OBSTETRICS at the University of Kabul, Afghanistan. 
The selected candidate will be appointed by W.H.O. as 1 of 
several international faculty members assigned to this Univer- 
sity. Her duties will include lecturing and teaching of both 
clinical and operative gynecology and obstetrics, and assisting 
in the development of the Department of Obstetrics and 
Gynecology. She will also be expected to assist in training, 
as her successor, a national counterpart doctor assigned for this 
purpose. Candidates should have had at least 10 years experience 
in the practice of gy neecology, and preferably a minimum of 
2 years experience in teaching of obstetrics and gyneecology to 
undergraduate medical students. The contract would be for a 
period of 2 years initially, from approximately November, 1953. 
Languages: knowledge of English in addition to fluent know- 
ledge of French. 

Applicants are requested to write to the Chief, Personnel 
Section, World Health Organization, Palais des Nations, Geneva, 
for further information with regard to salary and allowances. _ 


WORLD HEALTH ORGANIZATION. Applications are 
invited from registered medical practitioners (preferably 
Female) for the post of MEDICAL OFFICER in a Maternal 
and Child Health demonstration and training project, in 
Pakistan. Candidates should have clinical experience in either 
obstetrics or pediatrics, a Public Health Diploma would be 
desirable, and experience in maternal and child health practice 
and administration is essential. Teaching ability would be 
useful. The selected candidate will be appointed by W.H.O. as 
the leader of an international team of 2 public-health nurses 
and 2 nurse-midwives who will work with national counterpart 
staff appointed by the Government of Pakistan. The main 
objective of the project is the establishment of an M.C.H. 
demonstration Centre for the training of health visitors, mid- 
wives and qualified nurses, as well as for other groups of medical 
and health personnel. All candidates should have excellent 
knowledge of English. The contract would be for a period of 
2 years from approximately November, 1953. 

Further information with regard to salary and allowances can 
be obtained from the Chief, Personnel Section, World Health 
Organization, Palais des Nations, Geneva, to whom written 
applications should be addressed. 


WORLD HEALTH ORGANIZATION. Applications are 
invited from candidates with higher surgical qualifications and 
good specialist experience in peediatric surgery for the post of 
PADIATRIC SURGEON for work in Pakistan. Candidates 
should also have ability to teach at both undergraduate and 
postgraduate levels. The selegted candidate will be appointed 
by W.H.O. as 1 of a team of 5 international staff, under the 
leadership of a Senior Peediatrician, to work with national 
counterpart staff in a 100-Bed children’s hospital which is shortly 
to be opened by the Government of Pakistan. He will be in 
charge of the 25 surgical beds, and will be responsible for the 
organisation and conduct of the Surgical Department of the 
Hospital. All candidates should have excellent knowledge of 
English. The contract would be for a period of 2 years from 
approximately January, 1954. 

Further information with regard to salary and allowances 
can be obtained from the Chief, Personnel Section, World Health 
Organization, Palais des Nations, Geneva, to whom written 
applications should be addressed. 


Hospital Services : Senior Appointments 


QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 

Applications are invited from graduates of a recognised Univer- 
sity who are Fellows or Members of the Royal College of 
Obstetricians and Gynecologists, for the part-time appointment 
of OBSTETRIC SURGEON (Consultant status) at Queen 
Charlotte’s Maternity Hospital on the basis of 3 notional half-day 
sessions per week. 

Applications, together with the names of 3 referees, should 
be lodge dw = the undersigned not later than 30th September, 
3. TURNER, Secretary to the Board of Governors. 
339, Goldhawk- road, London, W.6. 
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QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
Applications are invited from graduates of a recognised Univer- 
sity who are Fellows or Members of the Royal College of 
Obstetricians and Gynecologists and Fellows of a Royal College 
of Surgeons, for the part-time appointment of SURGEON 
(Consultant status) at Chelsea Hospital for Women on the basis 
of 2 notional half-day sessions per week. 
Applications, together with the names of 3 referees, should be 
lodged with the undersigned not later than 30th September, 1953. 
. TURNER, Secretary to the Board of Governors. 
339, Goldhawk- road, London, W.6. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(a) St. George’s Hospital, Stafford 
Whole-time ASSISTANT PSYCHIATRIST (salary scale 
£1300-£1750 p.a.). Modern Admission Unit with up-to-date 
methods of treatment including Outpatients Department. House 
available. Possession of D.P.M. and experience specialty an 
advantage. 
(b) Worcester (near), Powick Mental Hospital (1104 


Beds) 
Applications invited for W nee time ASSISTANT PSYCHIA- 
TRIST (€£1300-£1750 p.a.). Vide experience specialty and 


possession of D.P.M. required. Mar ried accommodation available. 

Applications (15 copies), naming 3 referees, to Secretary, 
Birmingham Regional Hospital Board, 10, Augustus-road, 
Birmingham, 15, before 31st August, 1953. Candidates may 
visit Hospital. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Part- 
time CONSULTANT ANASSTHETIST (9 notional half-days 
weekly) to Birmingham (Dudley Road) Group; duties in 
general Surgical Department (3 notional half-days), Birmingham 
(Sanatoria) Group ; duties in Tuberculous and Non-tuberculous 
Thoracic Surgical Departments at Yardley Green Hospital 
(413 Beds) (4 notional half-days), Mid-Worcestershire Group ; 
duties at Regional Thoracic Surgical Centre, Hill Top Hospital, 
Bromsgrove (76 Beds), and at other regional hospitals as 
necessary (2 notional half-days). Wide experience specialty and 
possession of D.A. required. 

Applications (15 copies), naming 3 referees, to Secretary, 
10, Augustus-road, Birmingham, 15, before 3lst August, 1953. 
Candidates may visit hospitals. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOSs- 
PITALS. plications are invited for the appointment of 
CONSULTANT RADIOLOGIST, on the basis of full-time or 
maximem part-time service. The appointment will be made 
under 8.1.(1950)1259, and will be held on the terms and con- 
ditions “ot service of hospital medical and dental staffs (England 
and Wales). The Officer appointed may be required, by 
arrangement, to undertake postgraduate studies in other 
approved centres either in this country or abroad, for which 
purpose a Fellowship will be available which will include 
travelling expenses and subsistence allowance and a basic salary. 

Applications, giving the names of 3 referees, must be sub- 
mitted on a special form to be obtained from the undersigned. 
Canvassing of members of the Board of Governors or of the 
Advisory Appointments Committee will lead to disqualification. 
Closing date 29th August, 1953. 

G. A. PHALP, Secretary and Principal Administrative Officer, 
United Birmingham Hospitals. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL, 
Wrythe-lane. ST HELIER GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum ASSISTANT SURGEON (genito-urinary), 
(Senior Hospital Medical Officer), required for 4 sessions per 

week from Ist to 27th September. 
Applic ations to Group Secretary at above address. 


CHEADLE ROYAL, Cheadle, Cheshire. (A Registered 
Mental Hospital for Private Patients. 400 Beds.) Whole-time 
DEPUTY MEDICAL SUPERINTENDENT (Consultant). 
Applicants must be registered medical practitioners with a wide 
experience in psychiatry. The post is clinical and applicants 
should possess appropriate higher qualifications. Candidates 
are welcome to visit the Hospital by direct appointment. A 
house is available on the estate. The Hospital operates outside 
the National Health Service, but reciprocity has been granted 
between the National Health Service and Hospital Super- 
annuation Schemes, so that years of service are transferable in 
either direction. 

Detailed application, including date of birth and names of 

3 referees, should be addressed to the Medical Superintendent, 
and received by 19th August. 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions from suitably qualified practitioners for the whole-time 
non-resident post of ASSISTANT PATHOLOGIST (Senior 
Hospital Medical Officer scale) for duties at hospitals in the 
Halifax Group. The successful candidate will work under the 
general guidance of the Consultant in charge of the Department 
and will be required to reside in Halifax or within such distance 
of that town as the Board may approve. 

Applications (10 copies), stating age, qualifications, and 
details of present and previous appointments with dates, 
together with the names of 3 referees, should be forwarded to 
the Secretary, Park-parade, Harrogate, not later than 21st 
August, 1953. co 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
SENIOR MEDICAL OFFICER (whole-time—non-resident) 
St. Leonard’s and Walnuttree Hospitals, Sudbury—-West 
Suffolk Group. The duties include those of Medical Officer 
in charge at Walnuttree Hospital—a long-stay hospital which 
is being developed to undertake a wider range of medical work ; 
casualty and some surgical work under surgical Consultants at 
St. Leonard’s Hospital and medical administrative work at both 
hospitals. Salary scale £1300-£1750. Temporary appointment 
for not more than 4 years. 

Applications (8 copies), stating age, qualifications, and details of 
present and previous appointments, with names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
3ist August, 1953. 





EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ASSISTANT PATHOLOGIST (whole-time) to hospitals in the 
West Suffolk Hospital Management Committee Area. Duties 
mainly at major laboratory at West Suffolk General Hospital, 
Bury St. Edmunds. Higher qualifications and wide experience 
essential. Salary scale £1300—£1750. 

Applications (8 copies), stating age, qualifications, and details 
of present and previous appointments, together with names of 
3 referees, to Secretary of Board, 117, Chesterton-road, Cam- 
bridge, by 24th August, 1953. Candidates invited to visit 
Laboratory by direct arrangement with Hospital Management 
Committee Secretary, 36, Mill-road, Bury St. Edmunds. 
CHELMSFORD HOSPITAL MANAGEMENT COM- 
MITTEE. Full-time Locum Tenens SENIOR HOSPITAL 
MEDICAL OFFICER (surgery) required for approximately 
2 months from 24th August. Resident. 

Applications to Secretary, Hospital Management Committee, 

London-road, Chelmsford. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications from suitably qualified and experienced practi- 
tioners for the post of DEPUTY SENIOR MEDICAL OFFICER 
of the Board at a salary of £1650—£100—-£2150. Candidates must 
have had experience in the administration of health and hospital 
services. The successful candidate will be required to devote the 
whole of his time to his duties, which will be to deputise for the 
Senior Administrative Medical Officer and assist him with the 
planning, organisation, staffing, and development of the Hospital 
and Specialist services. The post is subject to the National Health 
Service superannuation regulations and may be terminated by 
3 months notice om either side. 

Applications, stating age, qualifications, and experience, 
together with the names of 3 referees, to be addressed to the 
Senior Administrative Medical Officer to the Board, Cheetwood- 
— Manchester, 8, to be received not later than Ist September, 

953. 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for 2 posts of CONSULTANT ANASTHETIST. 
Both posts will be whole-time for 3 years, at the expiry of which 
the Board will consider applications for maximum part-time 
employment. 
(a) Royal Manchester Children’s Hospital, Pendlebury 
(about 6 sessions), and Salford Royal Hospital. 
(b), North Manchester Hospitals (Crumpsall, Ancoats, &c.) 
and Booth Hall Children’s Hospital. 
Successful candidates to live near their main _ hospitals. 
Candidates for mere than 1 post to state preference, if any. 
Application forms from the Senior Administrative Medical 
Officer to the Board at Cheetwood-road, Manchester, 8, to be 
returned by 3lst August, 1953. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time RESIDENT DEPUTY 
MEDICAL DIRECTOR AND ASSISTANT PSYCHIATRIST 
(Senior Hospital Medical Officer grade) at Roffey Park 
Rehabilitation Centre, Horsham, Sussex, a neurosis centre with 
120 Beds and a turnover of 800 cases per year. Candidates 
should possess D.P.M. and preferably a higher medical qualifica- 
tion and should have had wide experience in psychiatry and in 
modern methods of treatment. Scope for teaching social 
psychiatry in the associated Institute. Modern unfurnished 
house available at yearly rental of £42 15s. 

Applications (5 copies), giving date of birth, qualifications, 
experience, names of 3 referees, to Secretary (S.1), South West 
Metropolitan Regional Hospital Board, 11a, Portland-place, 
W.1, by 29th August, 1953. Applicants may visit Centre by 
loc al arrangement. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Locum SURGEON (7 half-days per week) 
for the Isle of Wight Group from Ist September, 1953, for an 
indefinite period. Remuneration 5 guineas per half-day (if 
holding National Health Service Consultant grading), or 3+ 
guineas per half-day. 

Apply immediately to Dr. J. REVANS. 

Beeston House, Water-lane, Winchester. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT PSYCHIATRIST 
(Senior Hospital Medical Officer grade), non-resident, at Gray- 
lingwell Hospital, Chichester, Sussex. Candidates should 
possess D.P.M. and preferably a higher medical qualific ation 
and have wide experience of inpatient and outpatient work in 
psychiatry. 

Applications (5 copies), giving date of birth, qualifications, 
experience, names of 3 referees, to Secretary (8.1), South West 
Metropolitan Regional Hospital Board, 114, Portland-place, W.1, 
by 29th August, 1953. Applicants may visit Hospital by locai 
arrangement. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the whole-time 
resident post of CONSULTANT PSYCHIATRIST AND 
PHYSICIAN SUPERINTENDENT of Leybourne Grange 
Colony, West Malling, Kent (1322 mental deficiency beds), 
available on Ist April, 1954. Detached house available on the 
Hospital estate. The Consultant appointed will be expected to 
undertake extramural duties in the nature of pastoral visits 
to Princess Christian’s Farm Colony, Hildenborough, and 
to establishments administered by neighbouring Hospital 
Management Committees, as required. Applicants must be 
of high professional standing with wide experience in mental 
deficiency and possess higher degrees or diplomas. The Hos- 
pital may be visited by arrangement with the Physician- 
Superintendent. 

Apply, stating nationality, age, sex, qualifications and 
experience, including details of present appointment and of 
war service, together with the names and addresses of 3 referees, 






to the Secretary, Advisory Appointments Committee, South 
East Metropolitan Regional Hospital Board, 11, Portland- 
place, W.1, not later than 12th September, 1953. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited to fill a vacancy for a 
CONSULTANT in Physical Medicine to the Dartford, and 
Medway and Gravesend Groups of hospitals. Candidates should 
have had considerable experience in the specialty and possess 
a higher qualification, preferably an appropriate diploma or 
membership of the Royal College of Physicians. Choice of whole- 
time employment or the maximum number of part-time sessions 


will be offered. Applicants may visit the hospitals concerned. 
The appointment will be in accordance with the terms and 
conditions of service of hospital medical and dental staffs 
(England and Wales). 

Apply, stating nationality, age, sex, qualifications, and 
experience, including details of present appointment and of 


war service, together with the names and addresses of 3 referees, 
to the Secretary, Advisory Appointments Committee, South 
Kast Metropolitan Regional Hospital Board, 11, Portland-place, 


London, W.1, not later than 29th August, 1953, 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of CON- 


SULTANT SURGEON in the Shetland 
should be possessed of a comprehensive experience in general 
surgery and preferably should have some experience in other 
branches of surgical work. Principal duties are at the Gilbert 
Bain Hospital, Lerwick, where the Officer to be appointed will 
be in charge of surgical beds and will be required to furnish 
an outpatient surgical service. A residence convenient to the 
Hospital is available on a rental basis. Terms and conditions 
of service are as Jaid down for appointments to hospital medical 
and dental staffs under the National Health Service (Scotland) 


Islands. Candidates 


Act 
Applications, together with the names of 2 referees, should be 
lodged by 5th September, 1953, with the Secretary, 1, Albyn- 


place, Aberdeen, from whom further particulars may be obtained. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for appointment as :— 

(1) Full-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer grade), Claybury Hospital, Woodford Bridge, 
Woodford Green, Essex. This Hospital of 2200 Beds has an 
annual admission-rate of about 1000 and a high discharge-rate. 
Candidates must be experienced in all modern forms of treatment 
and in outpatient work and must hold the D.P.M Special 
training and experience in psychotherapy and a higher medical 
qualification will be an advantage. Accommodation is available 
for a single applicant. 

(2) Part-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer grade), Mid-Essex Child Guidance Clinic, 
Chelmsford (5 sessions a week ). 
HOSPITAL 


_ (3) Part-time SENIOR MEDICAL OFFICER 
in Infectious Diseases and Venereology, Westcliff Hospital, 
Westcliff-on-Sea, Essex. (5 sessions a week in I.D. and 3 sessions 


in V.D.) Post vacant Ist January, 1954. 
Separate applications (6 copies), indicating 
and detailing private address, date of birth, qualifications, and 
experience, present appointment(s) (including number of 
sessions) and grade, and names of 3 referees, should reach the 
Secretary, 11a, Portland-place, London, W.1, by Saturday, 
29th August, 1953 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. E.N.T. SURGEON (Consultant) required for 
5 half-days a week at West Middlesex Hospital, Isleworth, 
Middlesex (1147 Beds.with all the usual special de partments ). 
Duties will include occasional visits to St. Bernard’s Hospital, 
Southall. Hospital may be visited by direct appointment. 


post concerned 


; Detailed applications, giving date of birth, and names of 
3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 11a, Portland-place, W.1, by 12th September, 


1953. 


NEWCASTLE REGIONAL HOSPITAL BOARD. South 
w EST DURHAM HOSPITAL MANAGEMENT COMMITTEE GROUP. 
CONSULTANT ANAXSTHETIST. Locum Tenens appoint- 


ment for approximately 2-3 months for hospitals in the 
Group. Salary 45 guineas per week, 
according to status. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘* Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, immediately. 


NEWCASTLE REGIONAL HOSPITAL BOARD. 
CUMBERLAND HOSPITAL MANAGEMENT COMMITTEE. 
CONSULTANT SURGEON for September, 
Infirmary. 
to status. 
Applications, 


above 
or 314} guineas per week, 





West 
Locum 
1953, at Workington 
Salary 45 guineas or 31} guineas per week, according 


together with names and addresses of referees 
(preferably) or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ** Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, immediately. 


OXFORD. THE UNITED OXFORD HOSPITALS. 
Applications are invited for the whole-time non-resident post of 
ASSISTANT BACTERIOLOGIST in the Division of Labora- 
tories. Experience in all branches of pathology is essential. 
Salary £1300—£50—£1750 p.a. 

Applic ants should submit details of their experience, 
with the names of 3 referee 8, to the Administrator, The 
Infirmary, Oxford, not later than 29th August, 1953. 


together 
Radcliffe 


NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for the part-time appointment of CON- 
SULTANT ANAESTHETIST to hospitals managed by the 


Fe rmanagh Hospital Management Committee. The terms and 
conditions of the appointment will be in accordance with the 
‘Authority’ 's application of the Spens Report to Northern Ireland. 

Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Friends’ Provident Building, 58, Howard- 
— Belfast, and will be received not later than 22nd August, 
953. 
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SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 


time SENIOR ASSISTANT PSYCHIATRIST required for 
Bracebridge Heath Hospital, near Lincoln. Salary £1300—£50 
£1750. A modern self-contained flat is available. 


Application 
Medical Officer, 
road, Sheffield. 


forms obtainable from Senior Administrative 
Sheffield Regional Hospital Board, Old Fulwood- 
Forms to be returned by 12th September, 1953. 


Hospital Services : Junior Appointments 


ACTON HOSPITAL, Gunnersbury-lane, W.3. Locum 
RESIDENT SENIOR HOUSE OFFICER required in Casualty 
Department 7th-L4th ns 1953. £13 per week 
£100 p.a. pro rata for residence 
Applications to Hospital Secretary within 7 days. 

ALBERT DOCK ORTHOPADIC AND TRAUMATIC 
HOSPITAL, Alnwick-road, E.16. SENIOR HOUSE SURGEON 
(resident) required immediately. Salary £670 p.a., with 
authorised deductions. Appointment recognised by the Royal 
College of Surgeons. 

Applications, stating age, qualifications, and experience, with 
the names of 3 referees, to the undersigned as soon as possible 
and in any case not later than 27th August. 

F. A. LYON, Secretary. 
Dreadnought Seamen’s Hospital, Greenwich, 8.E.10. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in Tuberculosis 
De —— nt. Appointment for 6 months. Post now vacant. 

Applications with copies of 2 testimonials, to Medical Director 

by 22nd August, 1953. 
DULWICH HOSPITAL, East Dulwich-grove, 
S.E.22. CAMBERWELL HOSPITALS MANAGEMENT 
Applications invited for appointment as HOUSE OFFICER 
(surgical duties), vacant from 9th September, 1953. Recognised 
pre-registration post. Salary, £350, £400, or £450 a year 
ae to posts held, less £100 a year for residence. 

Applications, stating age, details of qualifications and previous 
posta, enclosing copy testimonials to the Group Secretary, 
Camberwell Hospitals Management Committee, Dulwich Hos- 
pital, Kast Dulwich-grove, 5.E.22. 
EAST HAM MEMORIAL HOSPITAL, Shrewsbury- road, 
London, E.7. Applications are invited for the post of CASUALTY 
OFFICER AND ORTHOPAEDIC HOUSE SURGEON combined 
with the post of Deputy Resident Surgical Officer (Senior House 
Ofticer), Male or Female ; post recognised for F.R.C.S. at the 
above Hospital for 6 months commencing as soon as possible. 

Applications, together with copies of recent testimonials, to 
the Group Secretary, West Ham Group Hospital Management 
Committee, Stratford, London, E.15, within 7 days. 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Appli- 
cations are invited from pre-registration and registered Women 
medical practitioners for the post of HOUSE SURGEON to 
Gynecological Department (recognised for M.R.C.O.G.). 
Appointment for 6 months from Ist October, 1953. Salary in 
accordance with Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, to be sent 








less 


London, 
COMMITTEE. 


to the Secretary, Elizabeth Garrett Anderson Hospital, by 
26th August. 

QUY’S HOSPITAL. York Clinic for Psychological 
MEDICINE. Required, RESIDENT HOUSE PHYSICIAN 


(Male) to commence duties on Ist September, 1953. 
which is open to post- registration candidates only, offers good 
opportunities for postgraduate study. Salary in accordance 
with the terms and conditions of service for House Officers in the 
National Health Service. The appointment will be for 6 months 
in the first instance, and may be renewed for further such 
periods. 

Applications, with copie s of 2 testimonials, should be sent to 
the Superintendent, Guy’s Hospital, London Bridge, 3.E.1, on 
or before 25th August, 1953. 

HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL OF LONDON. HOUSE PHYSIC _ (child 
health) required Ist October. Recognised for D.C. 

Applications to Dean, P ostgraduate Medical Se cor of London, 
Ducane-road, London, W.12, by 26th August. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, London, W.12. HOUSE SURGEON (ortho- 
peedics) required immediately. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials to Secretary, Board of Governors. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 
60, Grove End-road, N.W.8. Applications are invited from 
registered medical practitioners (Male) for the appointment of 
HOUSE SURGEON, to become vacant on Monday, 7th 
September, 1953. a will be for a period of 6 months. 
Salary is at the rate of £350 p.a. 

Applications should reach the Secretary on or before 29th 
August, 1953, together with copies of 3 recent testimonials. 
HOSPITAL OF ST. — AND ST. ELIZABETH, 
60, Grove End-road, N.W. Applications are invited from 
registered medical Ae (Male) for the appointment of 
HOUSE SURGEON to the Midwifery and Gynzcology Depart- 
ments and to be responsible for the Casualty Department, to 
become vacant on Monday, 28th September, 1953. Appointment 
will be for a period of 6 months. Salary is at the rate of £350 p.a. 

Applications should reach the Secretary on or before 29th 
August, 1953, together with copies of 3 recent testimonials. 
LONDON HOSPITAL, Whitechapel, E.1, invites applica- 
tions for post of SENIOR REGISTRAR in General Surgery. 
Candidates must be Fellows of the Royal Colleges of Surgeons. 
The appointment will be for 1 year in the first instance. 

Applications (12 copies), giving the names and addresses of 
3 referees, should be addressed to the House Governor to arrive 
not later than 7th September, 1953. 

H. BRIERLEY, 


The post, 


House Governor. 
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LONDON HOSPITAL, Whitechapel, E.1, invites appli- 
cations for the post of REGISTRAR to the Department of 
Electro-encephalography. A higher qualification although 
desirable is not essential. The successful candidate would be 
required to attend 5 half-days at the London Hospital and 6 
half-days at the Maida Vale Hospital. The appointment will 
be for 1 year in the first instance. 

Applications (12 copies), giving the names and addresses of 
3 referees, should be addressed to the House Governor to arrive 
not iater than 7th September, 1953 
i H. BRIERLEY, House Governor. 
LONDON HOSPITAL, Whitechapel, E.1, invites applica- 
tions for the post of SENIOR REGISTRAR to the Department 
of Physical Medicine. Candidates must be Members of the Royal 
College of Physicians, London. The appointment will be for 
1 year in the first instance 

Applications (12 copies), giving the names and addresses of 
3 referees, should be addressed to the House Governor to arrive 
not later than 7th September, 1953. 

H. BRIERLEY, House Governor. 


LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. Applications are invited for the appointment of 
RESIDENT SURGICAL FIRST ASSISTANT (full-time) 
at the Hospital’s Country Branch, Ariesey, Beds (near Letch- 
worth). The post is graded Senior Registrar and the appoint- 
ment is for 1 year and renewable. Higher surgical qualifications 
and experience in thoracic surgery essential. 

Applications, with copies of 3 testimonials, should be sent 
to the House Governor, London Chest Hospital, E.2 (from whom 
— particulars may be obtained), to arrive by 4th September, 

53. 


LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. 2 vacancies occur Ist October, 1953, for RESI- 
DENT HOUSE PHYSICIAN. Appointments for 6 months, 
4 in London, 2 at the Country Branch, near Letchworth, and 
posts are graded as House Officer. Duties include work in the 
Outpatient Department and Refill Clinic as well as in wards. 

Applications, stating age, qualifications with dates, and 
previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 21st August. 

THOMAS Brown, House Governor. 

London Chest Hospital, E.2. 

LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. A vacancy occurs Ist October, 1953, for RESI- 
DENT SURGICAL OFFICER. Appointment for 6 months, 
with prospect of renewal, of which 2 will be aft the Country 
Branch, near Letchworth. Post graded as Senior House 
Officer or Registrar, according to qualifications and experience. 
Previous surgical experience necessary. 

Applications, stating age, qualifications with dates, and 
previous appointments held, with copies of 3 testimonials, should 
reach the undersigned not later than 21st August. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2 
LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. Applications are invited for the appointment of 
Part-time MEDICAL REGISTRAR (grading : Senior Regis- 
trar). The duties require the equivalent of 5 notional half-days 
a week, including 1 Refill Clinic. The appointment is for 1 
year and is renewable. 

Applications, stating age, qualifications with dates, and 
previous appointments held, and accompanied by copies of 
3 testimonials, should reach the undersigned not later than 
2lst August. THOMAS Brown, House Governor. 

London Chest Hospital, E.2. 

LAMBETH HOSPITAL, Brook-drive, S.E.11. Applica- 
tions are invited for the appointment of a RESIDENT 
CASUALTY OFFICER (Senior House Officer grade). The 
post is vacant on Ist October, 1953. 

Forms of application may be obtained from the Physician- 

Superintendent. 
MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue, 
Hampstead, N.W.3. Applications are invited from registered 
medical practitioners for the post of GYNA®SCOLOGICAL 
HOUSE SURGEON (radiotherapy). Vacant immediately. 

Application with copies of testimonials to the Medical Director, 
METROPOLITAN EAR, NOSE AND THROAT HOS- 
PITAL, 14/16, Granville- -place, W.1 (outpatients) and St. Mary 
Abbots Hospital, Marloes-road, Kensington, W.8 (inpatients). 
FULHAM AND KENSINGTON HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required, E.N.T. experience desirable. 
Post now vacant. Hospital recognised for D.L.O. Resident 
appoit_tment for 6 months in first instance. 

Applications to be submitted by 25th August, 1953, on forms 

obtainable from the Administrative Officer (L.136), 14/16, 
Granville-place, W.1. 
MILLER GENERAL HOSPITAL. (180 Beds.) Recog- 
nised for the F.R.C.S. examination. SENIOR HOUSE 
OFFICER (Casualty Department), vacant 3lst August, 1953, 
6 months appointment (renewable). Previous House Officer 
experience essential. Salary £670 p.a., less deduction of £52 p.a. 
for meals taken whilst on duty. 

Applications and testimonials, to Group Secretary, Greenwich 
and Deptford Hospital Management Committee, St. Alfege’s 
Hospital, Greenwich, 8.E.10 
NATIONAL HEART HOSPITAL, Westmoreland-street, 
London, W.1. (With which is associated the Institute of 
Cardiology.) Applications are invited for the post of ASSIS- 
TANT RESIDENT MEDICAL OFFICER (Male). The See 
ment is for a period of 6 months from Ist October, 1953. The 
status of the post is that of a Senior House Officer and the 
salary is £670 p.a., in accordance with the terms and conditions 
of service of hospital medical staff. 

Applications, with copies of 3 recent testimonials, should be 
sent to me not later than Monday, 3lst August, 1953. 

Ropert G. E. WHITNEY, Secretary to the Board. 





NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) REGISTRAR in Pediatrics (non-resident), Southend- 
on-Sea Group of hospitals, Essex. Previous pediatric experience 
essential. Holder of M.R.C.P. and/or D.C.H. preferred. 

(2) REGISTRAR in Medicine (non-resident), Prince of 
Wales’s General Hospital, Tottenham, N.15. 

(3) REGISTRAR in General Surgery and Orthopedics 
(resident), Harold Wood Hospital, Essex. Duties involve 
supervision of Casualty Department. 

(4) REGISTRAR in Anesthetics (resident), Poplar Hospital, 
Sag ye E.14. Preference will be given to candidates holding 
the D 

(5) REGISTRAR in Anesthetics (non-resident), Chase Farm 
Hospital, Enfield, Middlesex, and other hospitals within Group. 

(6) REGISTRAR in Anesthetics (resident), Chelmsford and 
Essex and St. John’s Hospital, Chelmsford, Essex. Post recog- 
nised for the D.A. 

(7) REGISTRAR in Orthopedic Surgery (non-resident), 
Southend-on-Sea Group of hospitals, Essex. Possibility of 
accommodation being provided for single person. 

(8) REGISTRAR in Geriatrics (resident), St. Matthew’s 
Hospital, Shepherdess-walk, London, N.1. Experience in 
surgery and orthopedics desirable. 

(9) REGISTRAR in E.N.T. (non-resident), Prince of Wales’s 
and St. Ann’s General Hospital, Tottenham, N.15. 

(10) REGISTRAR in Obstetrics and Gynecology (resident 
or The -resident), Mile End Hospital, London; E.1. 


(11) REGIST R AR in Obstetrics and Gynecology (resident), 
ee Hospital, Homerton, E.9. Previous experience in 
obstetrics and gynecology essential. Post’ recognised for 


M.R.C.O.G. (gynecology ). 

(12) REGISTRAR in Obstetrics and Gynecology (resident or 
non-resident), Oldchurch Hospital, Romford, Essex. Depart- 
ment consists 88 obstetric and 52 gynecological beds. 

Appointments subject to review after 1 year. 

Separate applications in duplicate, detailing date of birth, 
qualifications, experience, present appointment, grade, and 
salary, with 2 copies of 2 recent testimonials, to Secretary, 
114, Portland-place, W.1, by 29th August, 1953. 

PRINCESS BEATRICE HOSPITAL, Earls Court, S.W.5. 
HOUSE SURGEON (obstetrics and casualty ). (Registered 
Practitioner.) 6 months appointment from Ist September. 

Applications, with 3 testimonials, to the House Governor by 
2ist August. 

PUTNEY HOSPITAL, Lower Common, 8.W.15. 

HOUSE SURGEON (resident) vacant 20th September, 1953. 
Registered practitioners and pre-registration candidates may 
apply. 

CASUALTY OFFICER AND FRACTURE HOUSE SUR- 
GEON (non-resident), House Officer grade, vacant 26th 
September, 1953. 

CASUALTY OFFICER AND E.N.T. HOUSE SURGEON 
(non-resident), House Officer grade, vacant 18th September, 
1953. 

Apply Hospital Secretary (L), enclosing copies of 3 recent 
testimonials, by 29th August. 

QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1 
and BANSTEAD WOOD, SURREY. RESIDENT MEDIC AL 
OFFICER (Male or Female), graded Senior House Officer, at 
Banstead Wood. Applications are invited for the above appoint- 
ment to become vacant Ist November, 1953. Candidates must 
have had experience in the treatment of sick children. The 
appointment will be for 1 year. Salary £670 p.a., subject to a 
charge of £100 p.a. for residential emoluments. 

Application forms may be obtained from the Secretary at 

Hackney-road and should be returned, with copies of not more 
than 3 testimonials, not later than 24th August, 1953. 
ROYAL FREE HOSPITAL. Applications are invited from 
registered medical peer for the post of JUNIOR 
RESIDENT CASUALTY OFFICER. Applicants must not be 
more than 10 years qualified. The post is a recognised pre- 
registration post. The appointment is for 6 months, duties to 
commence on Ist November, 1953. Salary and conditions of 
service in accordance with the Ministry of Health scale for 
House Officers. 

Application forms may be obtained from the Secretary to the 
Board of Governors, The Royal Free Hospital, Gray’s Inn-road, 
London, W.C.1, to whom they should be returned not later than 
3rd September, 1953. 

ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
Applications are invited for the post of HOUSE SURGEON 
(thoracic ). 

Applications, stating age, qualifications, experience, together 
with the names and addresses of 2 referees, to be forwarded 
to the Hospital Secretary, immediately. 


ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
Applications are invited for the poe of HOUSE SURGEON 
(plastic, E.N.T., ophthalmology, &c. 

Applications, stating age, qualific. vo experience, together 

with the names and addresses of 2 referees, to be forwarded to 
the Hospital Secretary, immediately. 
ST. GEORGE-IN-THE-EAST HOSPITAL, Raine-street» 
Wapping, E.1. Applications are invited for the post of 
CASUALTY OFF ICER (resident or non-resident), Senior House 
Officer (9 A.M.—5 P. A Monday Friday, 9 A.M.-1 P.M. Saturday). 
Post vacant 10th September, 1953. Salary £670 p.a. less, if 
resident, £156 p.a. Tenable for 1 year. 

Application forms obtainable from, and returnable to, the 
Medical Superintendent. 

ST. JAMES’ HOSPITAL, Ouseley-road, Balham, S.W.12. 
SENIOR HOUSE OFFICER (orthopedic and trauma) required. 
Post recognised for Fellowship. Post vacant 24th August. 

Applications, stating age, qualifications, experience, and 
names of 2 referees, to Group Secretary, Wandsworth Hospital 
Group, 1 Atkins-road, Balham, S.W.12, by 20th August. 
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ST. STEPHEN’S HOSPITAL, Fulham-road, Chelsea, 
S.W.10. PADIATRIC HOUSE PHYSICIAN (resident) 
vacancy mid-September. Not recognised for D.C.H. 

Applic ations, naming 2 referees, to Medical Superintendent. 
ST. STEPHEN’S HOSPITAL, Fulham-road, Chelsea, 
S.W.10. REGISTRAR (obste tries and gy neecology ), whole- 
time, eee. Vacancy 27th September. Not recognised 
for M.R.C.O 

Applic ation forms from Group Secretary, St. Luke’s Hospital, 
Chelsea, 8. » 

ST. THiGwAs S HOSPITAL, London, 8.E.1. Whole-time 
SENIOR MEDICAL REGISTRAR for a period of 1 year in the 
first instance. 

Applications, including names and addresses of 
the Clerk of the Governors by 31st August, 1953. 
SOUTH LODGE HOSPITAL, Worlds End- -lane, N.21. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (first, second, or third post), resident or non-resident, 
required. For general duties as directed by the Medical Super- 
intendent. National Health Service salary plus £50 p.a. Vacant 
2ist August, 1953. 

Applications, in applicants own handwriting, stating age, 

qualifications, experience, and nationality, with the names and 
addresses of 2 referees, to the Medical Superintendent of the 
Hospital immediately. 
SOUTH LONDON HOSPITAL FOR WOMEN, Clapham 
Common, 8.W.4. Applications are invited from pre- ‘registration 
and registered Female medical practitioners for the appointment 
of OBSTETRIC HOUSE SURGEON to become vacant on 21st 
September, 1953. Post recognised for the M.R.C.O.G. Appoint- 
ment is for a period of 6 months. 

For forms of application apply to the Secretary at the Hospital. 
SOUTH WESTERN HOSPITAL, Landor-road, 8.W.9. 
RESIDENT SURGICAL OFFIC ER (Senior House Officer 
grade) required to take charge of 32 surgical beds which are 
under the direction of the Surgical Consultant of Lambeth 
Hospital, Kennington ; and also to work under the E.N.T. 
Consultant at the South Western Hospital. 

For form of application apply to the Group 

kateb Group Hospital Management Committee, 
road. o.11. 
THE HOSBITAT FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies on 15th 
November, 1953, por the following Senior House Officers 

HOUSE PHYSICIAN. 

HOUSE SURGEON to 

Departments. 

Further particulars and form of application, which must be 
returned not later than 7th September, 1953, are obtainable 
from the undersigned. 

eS RUTHERFORD, House Governor and Secretary. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There is a vacancy for a Part-time 
SURGICAL REGISTRAR, attending 1 session per week. The 
appointment is graded as that of a Senior Registrar. 
Full particulars and form of application, which 
returned not later than Monday, 7th September, 
obtainable from the undersigned. 
H. F. RuorTHerrorpD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.i. There will be 1 vacancy on_ Ist 
November, 1953, and another on 2ist November, 1953, for a 
JUNIOR RESIDENT ANASSTHETIST (Senior House Officer). 
Full L gong why with form of application, which must be 
returned not later than Monday, 7th September, 1953, may be 
obtained from the undersigned. 
H. F. RurTHERFOoRD, House Governor and Secretary. 


UNIVERSITY COLLEGE HOSPITAL, Qower-street, 











2 referees, to 


Secretary, 
Renfrew- 


the Orthopedic and Plastic 


must be 
1953, are 


W.C.1, X-RAY DIAGNOSTIC DEPARTMENT. Vacancy for SENIOR 
HOUSE OFFICER undertaking D.M.R. Course starting Ist 


October, 1953. Preference will be given to candidate with a higher 
medical or surgical qualification. 

Applications, with names of 2 referees, to Administrator and 

Secretary by 29th August, 1953. 
WEST END HOSPITAL FOR NERVOUS DISEASES 
(Housed at St. Charles’ Hospital, Ladbroke-grove, W.10). 
Applications are invited for the post of SENIOR HOUSE 
PHYSICIAN (Senior House Officer grading), neurology and 
neurosurgery. Resident. 

Applications, stating age, qualifications, experience, together 
with the names and addresses of 2 referees, to reach the Hospital 
Secretary, West End Hospital, 73, Welbeck-street, W.1, by 
7th Se ptember, 1953 


WEST LONDON HOSPITAL, ~Hammersmith- road, w.s. 
CASUALTY OFFICER (resident or non-resident) required 
lst October. Salary £670 p.a. 

Applications, stating age, qualifications, experience, 
of 2 recent testimonials, to Secretary, by 22nd August. 


WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post of SENIOR HOUSE OFFICER 
to E.N.T. Department starting Ist September. Appointment 
for 1 year. 

Applications (6 copies), with names of 2 referees, to House 
Governor as soon as possible. 
WHITTINGTON HOSPITAL, London, N.19. North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. PX, DIATRIC 
REGISTRAR required at above Hospital. Unit contains 58 
Beds which includes 20 Beds for the treatment of tuberculous 
meningitis in addition to 64 neonatal cots. Post vacant Ist 
October, 1953. Hospital may be visited by appointment with the 
Medical Superintendent. 

Application forms obtainable from, and returnable to, 

Sec retary, Archway Group Hospital Management Committee, 
46, Cholmeley-park, Highgate, N.6, by 24th August, 1953. 
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copies 


ASHFORD (near), KENT WILLESBOROUGH HOS- 
PITAL. Applications are invited for the appointment of HOUSE 
SURGEON at the above Hospital. Good experience in general 
surgery with some casualty work. Salary £350, £400 or £450 a 
year, less £100 a year for residential emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, should be forwarded to the Group 
Secretary. ‘‘ Ash-Eton,’”’ Radnor Park West, Folkestone. 
ASHFORD HOSPITAL, Ashford, Kent. South-East 
KENT HOSPITAL MANAGEMENT COMMITTEE AI »plications are 
invited for the appointment of RESIDENT. HOU iD SURGEON 
at the above Hospital. Salary £350, £400 or £450 a year, 
according to experience. A deduction of £100 a year will be 
made in respect of residential emoluments. 

Applications, stating age, qualifications, 
addresses of 2 referees, to the Group Secretary, 
Radnor Park West, Folkestone. 

ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the following 
posts at Ashton-under-Lyne General Hospital (800 Beds) : 


and the names and 


* Ash-Eton,”’ 


(i) SENIOR HOUSE OFFICER (pediatrics), vacant 
September. 
(ii) HOUSE SURGEON, vacant now. Preference will be 


given to pre-registration applicants. 
Applications should be forwarded to the Group Secretary, 
Astley-road, Stalybridge, Cheshire, by 20th August, 1953. 


AYLESBURY. ROYAL BUCKINGHAMSHIRE AND 
ASSOCIATED HOSPITALS MANAGEMENT COMMITTEE. Applications 
are invited for the following appointments :— 

Royal Buckinghamshire Hospital i 

SENIOR HOUSE OFFICER to Accident and Orthopedic 
Department, vacant now. Duties include charge of Casualty 
Department, together with those of Senior Resident. Salary 
£670 p.a., less £140 p.a. for residence, &c. 

SENIOR HOUSE OFFICER to ‘Accident and Orthopedic 
Department (which is centred upon this Hospital and comprises 
48 Beds), vacant now. 

Applications for the above appointments, tg 2 testimonials, 
to ge og Superintendent as soon as possible 

ke Mandeville Hospital 

SENIOR HOUSE OFFICER (pathology) for a busy and 
expanding laboratory situated at the above Hospital, in which 
all branches of clinical pathology for over 1000 Beds are under- 
taken. Sala £670 _ Single accommodation is available 
at a charge of £140 p 

on with amin of 2 
tive Officer as soon as possible 
Tindal General Hospital 

HOUSE SURGEON (E.N.T.), Male or Female, vacant now. 
New department with high turnover and 4 Outpatient Clinics 
weer No casualty department. Recognised for F.R.C.S. and 

HOUSE PHYSICIAN (Chest Unit), second or third post, 
Male or Female, vacant Ist September. Duties include care of 
about 20 chest cases (including T.B. Chalets) which ~g | increase 
in due course, and 4 clinics weekly, including refills, forming a 
poceneeve chest unit for the Aylesbury area. Instruction in 

ronchoscopy and bronchography given. An acute Geriatric 
Unit, a small long-stay Annexe and a medical Outpatient Clinic 
provide some general medicine. No casualty department. 
Applications for a locum appointment will be considered. 

oth posts are recognised for Pre-registration Service, but 
registered practitioners are invited to apply. 

Applications, with 2 testimonials, to the Administrative 
Officer as soon as possible. 


AYRSHIRE. BALLOCHMYLE HOSPITAL, Mauchline. 
(346 Beds.) JUNIOR HOSPITAL MEDICAL OFFICER 
(plastic surgery and maxillo-facial unit). New appointment. 
Resident. National terms. Offers a wide variety of experience 
> = aspects of plastic surgery, oral surgery and the treatment 
of burns. 

Apply immediately to Area Medical Superintendent, Balloch- 
myle Hospital, Mauchline, giving the names of 2 referees. 


BATH. ST. MARTIN'S HOSPITAL. Applications are 
invited from registered medical practitioners for the post of 
RESIDENT PATHOLOGIST at above Hospital. The successful 
applicant will work mainly in the Area Blood Bank at that 
Hospital, with duties at the Regional Blood Bank, Bristol, and 
at the Bath Central Laboratory. The post is graded Senior 
House Officer and is tenable for 1 year. 

Applications, stating age, qualifications and experience, with 
3 recent testimonials, should be forwarded to the undersigned as 
soon as possible. J. LAWRENCE MEARS, Secretary, 

Bath Hospital Management Committee. 
Manor Hospital, Bath. 


BATH. ST. MARTIN'S HOSPITAL. ~ Applications are 
invited from medical practitioners for the post of HOUSE 
SURGEON at above Hospital. The post is recognised for pre- 
registration purposes, and under the F.R.C.S. regulations. 
Applications, stating age, qualifications, and experience, with 
3 recent testimonials, should be forwarded to— 
LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 
Manor Hospital, Bath. 


BATH. ST. MARTIN’S HOSPITAL. (614 Beds.) Applica- 
tions are invited from medical practitioners for the post of 
HOUSE SURGEON (orthopedic and traumatic) at above 
Hospital. The post offers opportunity not only in traumatic 
surgery, but in “‘ cold ’ orthopeedics, and the specialised field 
of arthritic surgery. The Hospital is recognised under the F.R.C.S. 
regulations, and the post is recognised for pre-registration 
purposes. 

Applications, stating age, qualifications and experience, with 
3 testimonials, should be forwarded to the undersigned as soon 
as possible. LAWRENCE MEARS, Secretary, 


testimonials to the Administra- 





‘ Manor Hospital, 


Bath “Hospital Management Committee. 
Bath. 
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BATH. ROYAL UNITED HOSPITAL. (404 Beds.) 
Applications are invited from medical practitioners for the post 
of HOUSE SURGEON (orthopedic and traumatic) at the 
above Hospital, a modern general hospital with recently com- 
pleted permanent twin operating-theatres. The post offers 
opportunity not only in traumatic surgery but in “‘ cold” ortho- 
peedics and the specialised field of arthritic surgery. The post 
is recognised for pre-registration purposes. 

Applications, stating age, qualifications and experience, 
should be forwarded to the undersigned with 3 recent testi- 
monials. J. LAWRENCE MEars, Secretary, 

Bath Hospital Management Committee. 
Manor Hospital, Bath. 

BATH. ROYAL UNITED HOSPITAL. Applications 
are invited from registered medical practitioners for the post 
of HOUSE ANAESTHETIST at the above Hospital. It is 
graded Senior House Officer and is resident. The post is recog- 
nised under the D.A. regulations. 

Applications, stating age, qualifications and experience, with 
3 recent testimonials, should be forwarded to— 

LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 
Manor Hospital, Bath. 
BATH. ROYAL NATIONAL HOSPITAL FOR RHEU- 
MATIC DISEASES. Applications are invited from registered 
medical practitioners for the post of SENIOR HOUSE 
OFFICER in Rheumatology at the above Hospital, attached 
to which is the Rheumatism Research Unit of the South Western 
and Oxford Regions. The Hospital is recognised for Part II 
of the Diploma in Physical Medicine. 

Applications, stating age, qualifications and experience, with 
3 testimonials, should be forwarded to the undersigned as soon 
as possible, J. LAWRENCE MEARS, Secretary, 

Bath Hospital Management Committee. 

Manor Hospital, Bath. 

BARNSLEY. ST. HELEN HOSPITAL. Barnsley Hos- 
PITAL MANAGEMENT COMMITTEE. Applications are invited for 
the post of HOUSE SURGEON (Senior House Officer grade) 
to the Obstetrical and Gynecological Unit (107 Beds), duties 
to commence on Ist October, 1953. The post is recognised for 
the D.Obst.R.C.0.G. Salary in accordance with terms and 
conditions of service for hospital medical staff. 

Applications should be sent to the undersigned as soon as 
possible. 





; J. H. NUNN, Secretary to the Committee. 

33, Gawber-road, Barnsley. 

BARRY ACCIDENT AND SURGICAL HOSPITAL. 
CARDLFF HOSPITAL MANAGEMENT COMMITTEE. HOUSE OFFICER 
(but may be Senior House Officer if sufficient experience ) 
required immediately at above Hospital. Staffed by whole-time 
Consultant Surgeon and Surgical Registrar. Excellent experience 
given in genera] surgery. 

Form of application from Group Secretary, 44, Cathedral- 
road, Cardiff. 

BATLEY. THE GENERAL HOSPITAL, Carlinghow Hill, 
BATLEY, YORKS. 

HOUSE SURGEON (E.N.T. and orthopeedics). 

HOUSE SURGEON (ophthalmology and general surgery). 

These posts are available immediately, and applications for 
locum appointments will be considered. Arrangements can be 
made for successful candidates to work at other hospitals if they 
wish to do so. 

Applications, giving age, qualifications and experience, should 

be submitted to the Administrative Officer. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM AND MIDLAND HOSPITAL FOR WOMEN, 
Showell Green-lane, SPARKHILL, BIRMINGHAM, 11. Applications 
are invited from registered practitioners for the post of RESI- 
DENT GYNAXCOLOGICAL HOUSE SURGEON for duty with 
the Professorial Unit, vacant lst October, 1953. The appoint- 
ment is recognised for the M.R.C.O.G, 

Application forms obtainable from the House Governor at 
the above address, to be returned not later than 4th September, 
1953. G. A. PHALP, Secretary. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM MATERNITY HOSPITAL. RESIDENT 
OBSTETRIC HOUSE SURGEON required for duty Ist Novem- 
ber, 1953. The appointment is recognised as a pre-registration 
post for the niet of the Medical Act, 1950, and is nea 
for the M.R.C. 

Application all obtainable from the House Gove rnor, The 
Birmingham and Midland Hospital for Women, Showell Green- 
lane, Sparkhill, — 11, to be = turned not later than 
4th September, 195: G. A. PHALP, Secretary. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE MIDLAND NERVE HOSPITAL. There is a vacancy for 
a HOUSE OFFICER in the grade of Senior House Officer or 
House Officer at the Midland Nerve Hospital. Duties will be 
both neurological (25 Beds) and psychiatric (15 Beds) with 
corresponding Outpatient Departments. The Hospital is 
recognised for training for the D.P.M. 

Application forms may be obtained from the Secretary, 

United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned to him at once. 





BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. GENERAL HOSPITAL. Applications are invited for the 
post of NON-RESIDENT SENIOR HOUSE OFFICER for 
duty in the Casualty Department at the above Hospital. The 
post is vacant Ist October, 1953, and is tenable for 1 year in 
the first instance. Candidates must be registered medical practi- 
tioners, and have held a resident appointment. Salary in accord- 
ance with the terms and conditions of service of hospital medical 
and dental staffs. 

Forms of application may be obtained from, and should be 
returned not later than 29th August, 1953, to, the Secretary, 
United Birmingham Hospital, Queen Elizabeth Hospital, 
Edgbaston, Birmingham, 15. 








BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE QUEEN ELIZABETH HOSPITAL. Applications are 
invited for the post of RESIDENT SURGICAL REGISTRAR 
(Registrar grade) for duty in the above Hospital. The post is 
vacant Ist October, 1953, and is tenable for 1 year in the first 
instance. Candidates must be registered medical practitioners, 
and have held a resident appointment. Salary in accordance 
with the terms and conditions of service of hospital medical and 
dental] staffs. 

Forms of application may be obtained from, and should be 
returned not later than 29th August, 1953, to, the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Edgbaston, Birmingham, 15. 


BIRMINGHAM, 18. DUDLEY ROAD INFIRMARY, 
Western-road. JUNIOR HOSPITAL MEDICAL OFFICERS 
required. The Hospital has 1000 Beds for the care of the 
chronic sick and an active Geriatric Unit. Salary £700- 
£1000 p.a. 

Applications, with copies of 3 recent testimonials, to Secretary, 

Hospital Management Committee, Dudley Road Hospital, 
Birmingham, 18. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. 
2 HOUSE OFFICERS in Anesthetics (resident) required. 
Posts vacant immediately and recognised for Diploma in 
Anesthetics. The persons appointed will be centred at Dudley 
Road Hospital with duties at other hospitals within the Group. 

Detailed applications, accompanied by copies of 3 recent 
testimonials, to the Secretary. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(a) South Warwickshire Group of hospitals 

Whole-time REGISTRAR in Orthopedics. Duties mainly 
at Warwick Hospital (352 Beds, including 52 orthopedic). 
Resident. Post recognised for F.R.C.S. Experience specialty 
essential. Higher qualification an advantage. 

(>) Birmingham Accident Hospital (209 Beds) 

Whole-time REGISTRAR in Accident Surgery. Duties 
as Surgical Registrar to Clinical Director. Hospital recognised 
for F.R.C.S. Resident. Large Traumatic Unit. 50,000 new 
patients annually. Opportunity for practical experience in all 
types of injury. 

(c) Shrewsbury Group of NE 
ou ae REGISTRAR in E.N.T. Surgery. Duties at 
N.T. Hospital, Shrewsbury (68 Beds), and Copthorne Hos- 
vital (168 Beds). Resident or non-resident. Considerable 
experience specialty an advantage. 
(d) Hospital of St. Cross, Rugby 

Whole-time REGISTRAR in Anesthetics. Duties at other 
hospitals in the Rugby area. Hospital recognised for 
F.F.A.R.C.S. Resident. Experience specialty desirable. 

(e) North Staffs Royal Infirmary, Stoke-on-Trent 
(475 Beds) 

Whole-time REGISTRAR in General Surgery. Post allied 
to Orthopedic and Accident Services. Successful candidate will 
act as Deputy Resident Surgical Officer. Resident. 

(f) Wolverhampton Royal Hospital (310 Beds) 

Whole-time Sete NT CASUALTY OFFICER (Registrar). 
Recognised for F.R. 

(g) > bad atin "(Selly Oak) Group of hospitals 

Whole-time REGISTRAR in E.N.T. Surgery. Duties in 
E.N.T. Department, Selly Oak Hospital (1098 Beds, including 
39 _E.N.T.). Successful candidate will spend approximately 
half time in otological clinics in large factories in connection 
with M.R.C. investigations. Non-resident. Experience specialty 
and higher qualification an advantage. 

(h) North Staffs Royal Infirmary, Stoke-on-Trent 
(475 Beds) 

Whole-time REGISTRAR in Orthopedics. Some duties at 
Hartshill Orthopedic Hospital (77 Beds). Non-resident. 
Experience specialty essential. Higher qualification an advantage. 

(i) Corbett Hospital, Stourbridge (106 Beds) 

Whole-time REGISTRAR in General Surgery. Resident. 

Experience specialty essential. Higher qualification an advantage. 
(j) Yardley Green Hospital, Birmingham (413 Beds) 

Whole-time REGISTRAR in Tuberculosis. Duties also at 
Great Charles Street Chest Clinic. Resident accommodation 
available. 

Application forms from Secretary, 10, Augustus-road, Birm- 
ingham, 15, to be returned before 3ist August, 1953. 


BIRMINGHAM ACCIDENT HOSPITAL AND REHABI- 
LITATION CENTRE, Bath-row, , BIRMINGHAM, 15. HOUSE 
SURGEONS (Male | or Female), 2 posts vacant early September. 
Recognised F.R.C. The pbk Bane will be for a period of 
6 months of which 2 may be spent in the Burns Unit (Medical 
Research Council). The Hospital is the largest Traumatic 
Unit in the country and treats 50,000 new patients each year. 
The posts offer ample opportunity for practical experience in 
the management of all types of injury and teaching by the 
Consultant staff. 

Applications, with copies of recent testimonials or names of 
2 referees, to the Administrator. 


BOURNEMOUTH, HANTS. ROYAL VICTORIA HOS- 
PITAL, WESTBOURNE. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of HOUSE SU RGEON for E.N.T. and ophthalmic 
duties. In addition to the duties at the above Hospital, the 
successful candidate will be required to assist in E.N.T. out- 
patient clinics at Royal Victoria Hospital, Bournemouth, and 
Poole General Hospital. f 

Applications to the Deputy Hospital Secretary, Royal Victoria 
Hospital, Shelley-road, Bournemouth. 


BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 








(492 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 

MENT COMMITTEE. Applications are invited for the immediate 

appointment of RESIDENT SENIOR HOUSE OFFICER 

(orthopeedic and casualty combined). The post is recognised for 

the F.R.C.S. examination and is tenable for 1 year. 
Applications to the Deputy Hospital Secretary. 
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BEDFORD GENERAL HOSPITAL. (435 Beds.) Bedford 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE SURGEON required. The appointment offers excep- 
tional opportunities for general experience in a busy Acute 
Surgical Unit. 

Applications, stating age, nationality, qualifications, previous 
appointments, together with copies of 2 testimonials, should be 
forwarded to the Group Secretary, 3, Kimbolton- road, Bedford. 
BEXHILL-ON-SEA. BEXHILL HOSPITAL. (62 Beds.) 
2 HOUSE SURGEONS. Posts now vacant. (A small modern 
hospital on the South coast.) Considerable acute surgical work 
and busy Outpatient Department. Excellent all-round experi- 
ence. National scale of salary. 

Apply to Hospital Administrator. zs 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 

MENT COMMITTEE. MANCHESTER REGIONAL HOSPITAL BOARD. 
REGISTR AR (aneesthetics) required on or about Ist September, 
1953. Post recognised for D.A. Residence at Blackburn Royal 
Infirmary with duties there, Queen’s Park Hospital, Accrington 
Victoria Hospital and as arranged by Consultant-in-charge. 

Apply to the Secretary, Hospital Management Committee 
Office, Royal Infirmary, Blackburn. 
tary on eel AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTE 

REGIST RAR “(medicine) required on 20th September, 1953, 
with duties at Royal Infirmary, Blackburn (244 acute beds), as 
arranged by Consultant Physician. 

SENIOR HOUSE OFFICER (anesthetics) required on 
Ist October, 1953. Recognised post for D.A. Residence at 
Queen’s Park Hospital, Blackburn, with duties there, Blackburn 
Royal Infirmary and Accrington Victoria Hospital as arranged 
by Consultant-in-charge. 

Apply to Secretary, Hospital Management Committee Office, 

Royal Infirmary, Blackburn. 
BISHOP AUCKLAND GENERAL HOSPITAL. (350 
Beds.) Applications are invited from registered practitioners 
or pre-registration students for the post of HOUSE SURGEON/ 
CASUALTY OFFICER (Senior House Officer or House Officer 
grade). Salary—Senier House Officer grade £670 p.a., less 
£130 p.a. for full residential emoluments ; House Officer grade 
£350-£450 p.a. according to previous.experience, less £100 p.a. 
for full residential emoluments. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, to be sent to the undersigned 
as soon as o——.. 

LUXFORD, Secretary/Finance Officer, 

South Ww ay Durham Hospital Management Committee. 
BISHOP’S STORTFORD AND DISTRICT HOSPITAL, 
Rye-street, BISHOP’S STORTFORD, HERTS. (67 Beds—medical, 
surgical, and maternity. Midway between London and Cam- 
bridge. Main Line Railway from Liverpool Street.) Applica- 
tions are invited from registered medical practitioners for a 
RESIDENT HOUSE OFFICER (first or second post held). 
Salary £350-£400 p.a., less £100 p.a. for residential emoluments. 
Appointment to commence as soon as possible. 

Applications, stating age, nationality, qualifications and 
experience, with copies of recent testimonials or the names of 
referees, should be sent to the Hospital Secretary, Haymeads 
Hospital, Bishop’s Stortford, Herts. : 
BISHOP’S STORTFORD, HERTS. HAYMEADS HOS- 
PITAL. (400 occupied beds. Midway between London and 
Cambridge. Main Line Railway from arenes Street.) Appli- 
cations are invited from istered medical practitioners for a 
RESIDENT HOUSE OFFICER (surgical), first or second post 
held. Pre-registration post. Salary £350-£400 p.a., less £100 
p.a. for residential emoluments. Appointment to commence 
as soon as possible. 

Applications, stating age, nationality, qualifications and 
experience, with copies of recent testimonials or the names of 
referees, to the Hospital Secretary. 

BOLTON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE, 
The Royal Infirmary, Bolton (237 Beds) 

SENIOR HOUSE OFFICER in Surgery (Assistant Resident 
Surgical Officer), vacant immediately, recognised for F.R.C.S. 
and tenable for 12 months. 

Bolton District General Hospital (521 Beds) 

RESIDENT HOUSE PHYSICIAN, vacant immediately, 
tenable for 6 months and recognised under the Pre-registration 
Service scheme. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, to be sent immediately to— 

H. P. Travis, Group Secretary. 
The Royal Infirmary, Bolton. 
BRADFORD. ROYAL EYE AND EAR HOSPITAL. 

HOUSE SURGEON (E.N.T.), vacant 10th September. 

HOUSE SURGEON (ophthalmology), vacant 17th August. 
Hospital recognised for D.L.O., D.O.M.S. and F.R.C.S. Salary 
for both posts £350-£450 p.a., less £100 p.a. residential emolu- 
ments. 

Applications, stating age, nationality. qualifications and 
experience, with copy testimonials, to Secretary, Bradford Royal 
Infirmary. 


BRADFORD ROYAL INFIRMARY. 
(Thoracic Unit) vacant now. 
£100 p.a. residential emoluments 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary. 


BRADFORD. ST. LUKE’S HOSPITAL. Locum Senior 
HOUSE OFFICER (general medicine with duties in clinical 
pathology), for 12 weeks commencing 28th September, 1953. 
Salary £13 per week, less residential emoluments at rate of 
£130 p.a. 

Application, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Bradford 
Royal Infirmary. 


House Surgeon 
Salary £350-£450 p.a., less 
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BRADFORD. ST. LUKE’S HOSPITAL. 

SENIOR HOUSE SURGEON (orthopeedic/casualty), vacant 
Ist September. Salary £670 p.a., less £100 p.a. residential 
emoluments. 

HOUSE SURGEON (general with casualty duties), vacant 
now to 3ist January, 1954. 

HOUSE SURGEON (general and plastic), vacant now to 
3lst January, 1954. 

a OFFICER (peediatrics), vacant now to 3lst January, 
54 

HOUSE SURGEON (orthopedic/casualty), vacant Ist 
September-—3lst January, 1954. 

Salary for above 4 posts £350-£450 p.a., less £100 p.a. 
residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Bradford 
Royal Infirmary. im 
BRADFORD CHILDREN’S HOSPITAL. (102 Beds.) 
HOUSE OFFICER (Female), vacant now. Salary £350-£450 
aya s. £100 p.a. residential emoluments. (Recognised for 


Applications, stating age, nationality, qualifications and 

experience, with copy testimonials, to Secretary, Bradford Royal 
Infirmary. 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applications invited for post of HOUSE OFFICER 
(orthopeedic surgery), first, second, or third post. Post tenable 
for 6 months and is recognised under F.R.C.S. regulations. 
Salary in accordance with the terms of service issued by the 
Ministry of Health, plus £50 p.a. 

Applications, with copies of 3 testimonials, should be for- 
warded to the Group Secretary, Colchester Hospital Manage- 
ment Committee, 14, Pope’s-lane, Colchester, Essex. 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applications invited for post of SENIOR HOUSE 
OFFICER for Surgical Tuberculosis Unit, comprising chiefly 
orthopedic tuberculosis, genito-urinary tuberculosis, and other 
non-pulmonary and combined lesions. Post tenable for 1 year. 
Salary in accordance with the terms of service issued by the 
Ministry of Health. 

Applications, with copies of 3 testimonials, should be for- 

warded to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Locum SENIOR HOUSE OFFICER required for 
Surgical Tuberculosis Unit, comprising chiefly orthopedic 
tuberculosis, —_ -urinary tuberculosis, and other non- 
og omni an ombined lesions. Salary in accordance with 
the terms of service issued by the Ministry of Health 

Applications, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. is 
BRAINTREE. BLACK NOTLEY HOSPITAL, and 
ESSEX COUNTY HOSPITAL, COLCHESTER. Applications invited 
for post of HOUSE SURGEON. First, second, or third post ; 
tenable for 6 months. Duties to include work in general surgical 
and gynecological wards. Salary in accordance with the terms 
of service issued by the Ministry of Health, plus £50 p.a, 
Recognised under F.R.C.S. regulations. 

Applications, with copies of 3 testimonials, should be for- 
warded to the Group Secre' , Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. ee 
BRIGHTON GENERAL HOSPITAL, Eim-Grove, 
BRIGHTON, 7. HOUSE SURGEON (recognised for F.R.C.S.) 
for the General Surgical Unit (60 Beds). The post vacant on 
19th August, 1953. Salary in accordance with national scale. 
The post is recognised as a pre-registration appointment. 

Applications, stating age, qualifications, experience, naming 

2 referees, to the Physician-Superintendent. 
BRIGHTON. NEW SUSSEX HOSPITAL FOR WOMEN, 
Windlesham-road. Vacancy for HOUSE PHYSICIAN (Female 
—pre-registration post) for a period of 6 months from 2ist 
August, 1953. Salary at the rate of £2350-£450 p.a., according to 
experience, less £100 p.a. residential] emoluments. 

Applications, stating age, nationality, qualifications and 
experience, with copies of recent testimonials, to the Adminis- 
trative Officer. Non pre-registration candidates may also apply. 
BRIGHTON. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dyke-road, BRIGHTON. (130 Beds.) HOUSE 
SURGEON from 20th August, 1953. Duties include a certain 
amount of medical work ; the post is recognised for D.C.H. 
and is open to pre-registration candidates. 

Applications, stating age, nationality, qualifications and 

a together with copies of recent testimonials, to the 
Administrative Officer immediately. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) RESIDENT ANACSTHETIST (Senior House 
Officer grade) required at the above Hospital, vacant now. 
Recognised for D.A. 

Applications, stating age, qualifications and experience with 
names and addresses of 2 referees, to the Administrative Officer, 


BRISTOL. COSSHAM MEMORIAL HOSPITAL. 
Applications are invited for the following Ere oe at 
Cossham Memorial Hospital, a general hospital of 89 Beds with 
considerable outpatient and casualty ar * situated in the 
industrial and residential area of East Bristo 

SENIOR enna AND CASUALTY ‘OFFICER (Senior 

House Offi a gree) vacant immediately. 

HOUSE SURGEO 

Applications, rr sl age, experience, and names of 2 referees, 
to the Group Secretary, Frenchay Hospital, Bristol. 
BRISTOL. COSSHAM/FRENCHAY HOSPITAL MA 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. HOUSE SUR- 
GEON required to work in Plastic and Jaw Surgery Unit. 

Applications, with full particulars, should be sent to the 
Group Secretary, Frenchay Hospital, Bristol. 
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BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. Applications are 
invited from registered practitioners for the post of SENIOR 
HOUSE OFFICER. The appointment, which will be for 1 year 
in the first instance, is on the terms and conditions of service 
for hospital medical staff and is at a salary of £670, less a deduc- 
tion of £120 p.a. in respect of unmarried accommodation provided 
at the Hospital. The candidate appointed will have general 
supervision under the Consultant staff of the beds for general 
medicine, which at present number 70. As the Senior House 
Officer he will be in charge of the ‘“‘ House ” and his duties 
will include pre-employment medical examinations of staff 
appointed by the Hospital Management Committee. It is 
customary for the resident nursing staff to be invited to register 
on the patients’ pane] of the Senior House Officer, who is 
entitled retain the appropriate fees receivable. The Hospital 
is attractively situated on the outskirts of Bristol and has in 
addition to the general medical and surgical beds, a Nurses’ 
Training School and the specialised departments of neurosurgery, 
plastic surgery and thoracic surgery serving the South West 
Regional area. The Hospital is rapidly developing and now 
provides over 500 staffed beds. 

Applications, containing details of qualifications and experi- 
ence, together with the names of 3 referees, should be forwarded 
to the Group Secretary, Frenchay Hospital, not later than 
29th August, 1953. 
BRISTOL CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the joint 
appointment of REGISTRAR in the Department of Neuro- 
surgery, Frenchay Hos _ Bristol. Previous experience in 

neral surgery is essentia! 1, and some experience in neurosurgery 
is desirable. The appointment will be held for 1 year in the 
first Instance, and be renewable for a further year. 

Applications, stating date of birth, qualifications, and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27, 
Tyndalls Park-road, Bristol, 8, not later than 31st August, 1953. 
BRISTOL. UNITED BRISTOL HOSPITALS. Bristol 
EYE HOSPITAL. Apoieeene are invited for the resident post of 
JUNIOR OPHTHALMIC HOUSE SURGEON, now vacant, 
for 6 months. Salary £350-£450 p.a. according to opponents. 





age ae — with the names and ad 
referees, should be sent immediately to Secretary to the Board, 
Royal Infirmary Branch, Bristol, 2 ety 
BRISTOL. UNITED BRISTOL ‘HOSPITALS. Bristol 
EYE HOSPITAL. Applications are invited for the resident post of 
Locum HOUSE SURGEON in the Bristol Eye Hospital. 
oe ophthalmic sipertenee not oS. 

ane should be sent immediately to Secretary to 

pean evel Infirmary Branch, Marlborongh-street, ‘Bristol, . 
BRISTOL. UNITED BRISTOL HOSPITALS. (Joint 
Appointment with South-Western ym Bespitel Board.) 
ae lications are invited by the above Boards from registe 

cal er oe for the post of REGISTRAR in Radiology 
(diagnos ic). The eppelaienean, will be subject to the terms 
ba conditions of service of hospital medical and dental staffs 
negotiated between the Minister and = Profession. The 

successful candidate will be appointed to 

instance for 1 year in the United Bristol Hospitals, the 
Teaching Hospitals for Bristol University. 

Applications, stating ting age, qualifications, experience, and giving 
the names of 2 referees, should be sent not later than 31st August, 
hated Secretary to the Board, Royal I Branch, 

r 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. ROSSENDALE GENERAL HOSPITAL. SENIOR HOUSE 
OFFICER (obstetrics) for Obstetric/Gynmcological Unit con- 
sisting of 25 obstetric and 8 gynecological beds. 

Applications to H. WILKINSON, Esq., Group Secretary. 

Bury General Hospital, Walmersley- -road, Bury, Lancs. _ 
CAMBORNE. TEHIDY HOSPITAL. eg Beds.) er 
CORNWALL HOSPITAL MANAGEMENT COMM There a 
vacancy for a RESIDENT HOSPITAL OFFICER ior which 
applications are invited from registered medical practitioners. 

hose convalescent from tuberculosis will be favourably con- 
sidered. A Thoracic Surgical Unit has recently been opened at 
this Hospital so that wide experience in the medica] and surgical 
treatment of chest conditions is available. The duties also 
include attendance at weekly meetings of the specialist staff. 

Applications to the Hospital Secretary. 

CAMBRIDGE, ADDENBROOKE’S HOSPITAL. Pediatric 
REGISTRAR, vacant 20th October, for 1 year in the first 
instance, reviewable annually. Duties mainly cover pediatric 
work at Addenbrooke’s Hospital and the Maternity Hospital. 

Apply, with full particulars and copies of 3 recent testimonials, 
to Secretary by 4th September. 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Resident 
ANASTHETIC HOUSE OFFICER from 2nd October for 6 
months. Recognised Pre-registration Service. 

Apply, stating age, nationality, qualifications and experience, 
with dates, and copies of 3 testimonials to Secretary by 26th 
August. 5 9 
CAMBRIDGE. PAPWORTH HOSPITAL. (201 Beds 
for pulmonary tuberculosis including Thoracic Surgical Unit.) 
HOUSE OFFICER required. Salary £450 p.a. 

Applications, with 3 recent testimonials, to the Secretary, 
Papworth Hall, Cambridge. 


CANTERBURY. KENT AND CANTERBURY HOSPITAL. 
(265 Beds.) GENERAL SURGICAL AND UROLOGICAL 
HOUSE SURGEON. The above post, which is recognised for 
the F.R.C.S. Diploma, becomes vacant at the end of September, 
1953. National Healtb Service salary and conditions. 
Applications, together with copies of 2 testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 








CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(160 Beds—recognised for Pre-registration Service.) Applica- 
tions are invited for the post of RESIDENT HOUSE OFFICER 
(medical). Salary £350, £400, and £450 p.a., according to 
experience, less £100 p.a. for board-residence. 


Applications, stating age, qualifications, experience, and 
nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 


Glangwili, Carmarthen. 
CARDIFF. ST. DAVID’S HOSPITAL. (656 Beds.) 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
SENIOR HOUSE OFFICER in the Casualty Department, to 
commence duty as soon as possible. 

Application forms from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 


CARDIFF. ROYAL HAMADRYAD GENERAL AND 
SEAMEN’S HOSPITAL. CARDIFF HOSPITAL MANAGEMENT COM- 
MITTEE. 


SENIOR HOUSE OFFICER (resident) required at 
above Hospital which caters for acute general medical and 
surgical] cases. There are Genito-urinary Unit for inpatients and 
outpatients, General Outpatient Department, and Casualty 
Department. Consultant staff of 8 drawn from United Cardiff 
Hospitals. Facilities exist for postgraduate study. 

Application form immediately from Group Secretary, Cardiff 
Hospital Management Committee, 44, Cathedral-road, Cardiff. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL, 
Wrythe-lane. ST. HELIER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered medical 
practitioners jon the following posts :— 

(a) HOUSE SURGEON (general surgery ) with E.N.T. duties. 

(6) HOUSE SURGEON (general surgery with duties in 

genito-urinary ). 

Both posts vacant end of August and tenable for 6 months. 
Salary in accordance with National Health Service scale. 

Applications, stating age, qualifications, &c., and the names 

and addresses of 2 referees, to be sent to the Group Secretary 
at above address. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL, 
Wrythe-lane. 8ST. HELIER GROUP HOSPITAL MANAGEMENT 
COMMITTER. Applications are invited for post of CASUALTY 
OFFICER (Senior House Officer), vacant 28th September. 
Salary +670 p.a. 

Applications, warn oy Mig qualifications and experience, with 
copies of 2 testimoni and the names of 2 referees, should be 
= as soon as possible to the Group Secretary at the above 


dress. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL, 
bes ype -lane. Lady Beds.) 8ST. HELIER GROUP HOSPITAL MANAGE- 
ENT COMMITT Applications are invited for the post of 
SENIOR HOUSE SURGEON (Senior House Officer) to 1 of 
i 2 general Surgical Units comprising 70 Beds. Vacant end 
of August. 
Applications, stating age, qualifications and experience, with 
copies of recent testimonials and the name of 1 referee, should 
be sent to the Group Secretary, St. Helier Hospital, Carshalton, 
Surrey. 
CHELMSFORD HOSPITALS. Applications are invited 
for the post of RESIDENT ANASSTHETIST (Senior House 
Officer) to large Surgical Units, for a period of 12 months, 
commencing immediately. 

Applications, stati age, sex, qualifications and experience, 
with recent testimonials, should be sent to the Secretary, 
Hospital Management Committee—Chelmsford Group, Chelms- 
ford and Essex Hospital, London-road, Chelmsford. 
CHELMSFORD AND ESSEX HOSPITAL. Applications 
are invited for the post of CASUALTY OFFICER (Senior House 
Officer), resident and tenable for 1 year. It offers excellent 
experience in the treatment of fractures and diagnosis of acute 
medical and surgical emergencies. Opportunity is given for the 
Casualty Officer to follow up his cases in the wards and to obtain 
operating experience in major theatre under the guidance of the 
Consultants or the Resident Surgical Officer. Off-duty time is 
generous and the post is one likely to suit both an Officer seekir 
a oer _—— in surgery or one intending Genera 
Practice. he vacancy will occur in September. Salary £670 
p.a., with £130 deduction for residential emoluments. 

Apply Secretary, Chelmsford Group Hospital Management 
Committee, Chelmsford and Essex Hospital, London-road, 
Chelmsford, Essex. 
CHERTSEY. SURREY. ST PETER’S HOSPITAL (late 
ry Park War Hospital). (430 Beds.) Required, SENIOR 
HOUSE OFFICER (Orthopedic Department.) Previous 
orthopedic experience not essential. Appointment very 
suitable for candidate reading for a higher qualification, and is 
recognised by the Royal College of Surgeons for the F.R.C.S. 
Salary in accordance with terms and conditions of National 
Health Service. Post vacant 24th August. 

Applications quoting reference (LAN), together with names 
and addresses of referees, to Physician-Superintendent as soon 
as possible. 


CHERTSEY, SURREY. ST. PETER’S HOSPITAL. 
(430 Beds.) The post of SENIOR HOUSE OFFICER in the 
Gynecological and E.N.T. Departments will become vacant on 
18th August. 

Applications, together with testimonials, or names of referees, 

should be sent to the Physician-Superintendent as soon as 
possible. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (189 
Beds.) Applications invited for post of HOUSE OFFICER 
to Myre and Radiotherapy Departments at above Hospital. 
First, second, or third post ; tenable for 6 months. Salary in 
ee with the terms of service issued by the Ministry of 
Health 

Applications, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, Colchester Hospital Management 


Committee, 14, Pope’s-lane, Colchester, Essex. 
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COLCHESTER. ESSEX COUNTY HOSPITAL. (189 DERBY. DERBYSHIRE ROYAL INFIRMARY. (Recog- 
Beds.) Applications invited for post of SENIOR HOUSE nised training post for F.R.C.S. (Otolaryngology).) SHEFFIELD 
OFFICER to Casualty and E.N.T. Departments at the above REGIONAL HOSPITAL BOARD. Whole-time NON-RESIDENT 
Hospital. Post tenable from mid-August for 6 months or 1 year. REGISTRAR (E.N.T.) required. 


Salary in accordance with the terms of service issued by the 
Ministry of Health. 

Applications, with copies of 3 testimonials, 
warded to the Group Secretary, 
ment Committee, 


should be for- 
Colchester Hospital Manage- 
14, Pope’s-lane, Colchester, Essex. 
COLCHESTER. ESSEX COUNTY HOSPITAL. 
Beds.) Locum CASUALTY OFFICER (Senior House 
grade) required. Salary £13 a week. 
residential emoluments. 

Applications, with copies of 
Secretary, Colchester Hospital 
Pope’s-lane, Colchester, Essex. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE, ESSEX COUNTY HOSPITAL, COLCHESTER (21 gynzco- 
logical beds) ; COLCHESTER MATERNITY HOSPITAL (22 obstetric 
beds). HOUSE OFFICER (Male or Female), obstetric and 
gynecological. First, second, third, or pre-registration post ; 
tenable for 6 months. Salary in accordance with the terms of 
service issued by the Ministry of Health. 


(189 
Officer 
Usual deductions for 


3 testimonials, to the Group 
Management Committee, 14, 


Applications, with copies of 3 testimonials, should be for- 
warded to the Group Secretary, 14, Pope’s-lane, Colchester, 
Essex. 


CHICHESTER. ST. RICHARD’S HOSPITAL. Applica- 
tions are invited for the post of HOUSE PHYSICIAN (Pre- 
registration) for 6 months in the first instance. Post vacant 
16th September, 1953 

Applications, stating age, qualifications, together with names 
of 2 referees, should be sent to the Surgeon-Superintendent 
immediately. 
CLACTON AND DISTRICT HOSPITAL, Clacton-on-Sea. 
(58 Beds.) Temporary SENIOR HOUSE OFFICER (Resident 
Casualty Officer) required for a few weeks from mid-August. 
Salary in accordance with the terms of service issued by the 
Ministry of Health. 

Applications, with copies of 3 testimonials, 
Secretary, Colchester Hospital Management 
Pope’s-lane, Colchester, Essex. 
COTTINGHAM. E. YORKS. Senior House Officer for 
Raywell Sanatorium (48 Beds) and JUNIOR HOSPITAL 
MEDICAL OFFICER for Castle Hill Sanatorium (221 Beds) 
to work under supervision of Consultant Chest Physician. 
Sanatoria part of Group with major Thoracic Surgery and Mass 


to the Group 
Committee, 14, 


Radiography Units and laboratory facilities. 
Application forms from Group Secretary, Hull B Hospital 
Management Committee, De la Pole Hospital, Willerby, E. 


Yorkshire. 


COVENTRY AND WARWICKSHIRE HOSPITAL. (346 
Beds.) RESIDENT SENIOR HOUSE OFFICER in Anes- 
thetics required, now vacant. Salary £670 p.a. Hospital 


recognised for D.A. 
anesthesia. 

Applications to the Secretary, Group 20 Hospital Management 
Committee, Coventry and Warwickshire Hospital, Coventry. 
COVENTRY AND WARWICKSHIRE HOSPITAL. 
RECEIVING-ROOM OFFICER —. aa £670 p.a. 
Vacant end of August. Recognised for F. S. 

Applications to the Secretary, Group 20 “Hospital Manage- 

ment Committee, Stoney Stanton-road, Coventry. 
COVENTRY AND WARWICKSHIRE HOSPITAL. Whole- 
time SENIOR SURGICAL REGISTRAR (non-resident). 
Duties also at Gulson Hospital and other hospitals in the Group. 
Experience specialty essential. Successful candidate may 
subsequently be required to spend not more than 2 years in a 
selected hospital of the United Birmingham Hospitals in accord- 
ance with the arrangements for the interchange of Registrars 
agreed between the 2 Boards. 

Application forms from Secretary, 
Hospital Board, 10, Augustus-road, 
returned before 3lst August, 1953. 
COVENTRY. GULSON HOSPITAL. (329 Beds.) House 
PHYSICIAN required for 3rd September (106 general medicine 
beds). 

Applications to the Secretary, Group 20 Hospital Management 
Committee, Coventry and Warwickshire Hospital, Coventry. 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(314 Beds.) HOUSE OFFICER (general surgery), first, second, 
or third post, vacant now and tenable for 6 months. Recognised 
ee Toa appointment. The Hospital is recognised for 
the F.R.C.S. 


Excellent experience in all types of general 


Birmingham Regional 
Birmingham, 15, to be 


Applications, with full particulars, to the Administrative 
Officer at the Hospital. 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 


(314 Beds.) HOUSE OFFICER (general medicine and dermato- 
logy), first, second, or third post, vacant now and tenable for 
6 months. Recognised pre-registration appointment. 


Applications, with full particulars, to the Administrative 
Officer at the Hospital. 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 


(314 Beds.) Applications are invited for the post of RESIDENT 
MEDICAL OFFICER (Junior Hospital Medical Officer grade), 
vacant now. The Hospital has a Medical Unit of 68 adult 
beds and 34 beds for children. The Resident Medical Officer 
has 2 resident House Physicians to assist him. 

Applications, giving full details of experience, &c., should be 
addressed to the Group Secretary at 20, Oxford- road, Dewsbury. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. 
SURGEON (Orthopedic and Fracture’ Service) 
immediately. 

Applications, stating full details, together with copies of 2 


recent testimonials, should be sent as soon as possible to the 
Hospital Secretary. 
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} Appointment for 1 year in 
first instance. 


Apply to Secretary, Sheffield 
Old Fulwood-road, Sheffield, by 24th August, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. Resident 
SENIOR HOUSE OFFICER (casualty) required immediately. 

Applications, stating full details, together with copies of 2 

recent testimonials, should be sent as soon as possible to the 
Hospital Secretary. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. (Post 
recognised for D.A.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time RESIDENT REGISTRAR (anesthetics) required. 
ae or 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, by 3lst August, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
DARLINGTON MEMORIAL HOSPITAL. Applications 
are invited from Male or Female practitioners with experience 
for the post of SURGICAL REGISTRAR (Senior House Officer) 
which is one of a surgical team of 2 Registrars and 1 House 
Officer responsible for surgical beds and casualty. The post is 
recognised for the F.R.C.S.(Eng.). Salary £670 p.a., deduction 
of £150 p.a. for full residential emoluments. The post is tenable 
for 12 months and is renewable annually. 

Apply with references, stating age and experience, to— 

5 G. W. BECKWITH, Group Secretary. 

DARLINGTON MEMORIAL HOSPITAL. (210 Beds.) 
DARLINGTON DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE SURGEON 
(resident), which post is recognised for the F.R.C.S. (Eng.). 
Salary in accordance with national scale. 

Apply, giving age and ga | es, to the undersigned forth- 
with. G. . BEC KwitH, Group Secretary. 


DARTFORD HOSPITAL Rachie COMMITTEE. 

SENIOR HOUSE OFFICER (anesthetics) at Joyce Green 

Hospital, Dartford. 

ae es AY, SURGEON (orthopedics) at the Southern Hospital, 

ar’ 

HOUSE ‘OF FICER (E.N.T. and ophthalmology) at the 

Southern Hospital, Dartford. 

Applications, stating age, qualifications, experience, nation- 
ality, and the names of 2 persons to whom reference may be 
made, to be sent for House Officers to the Medical Superintendent 
of the hospital concerned, and for Senior House Officer to the 
Group Secretary, Dartford Hospital Management Committee, 
the Bow Arrow Hospital, Dartford. 


DONCASTER ROYAL INFIRMARY. Sheffield Regional 
HOSPITAL BOARD. Whole-time REGISTRAR (pathology) 
required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 24th August, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


DORKING GENERAL HOSPITAL, Horsham-road, 
DORKING, SURREY. (252 Beds.) Applications are invited for the 
post of SENIOR HOUSE OFFICER in Obstetrics and Gyne- 
cology with some general surgery. Vacant 11th September for 
1 years appointment (renewable). Post recognised for 
D.Obst.R.C.O0.G, 

Apply to the Medical Superintendent. 


DOVER. ROYAL VICTORIA HOSPITAL. Applications 
are invited for the post of HOUSE SURGEON at the above Hos- 
yital. The post is recognised by the Royal College of Surgeons. 
Salary £350, £400, or £450 a year according to experience. A 
deduction of £100 a year will be made for residential emoluments. 

Applications, stating age, qualifications, and the names and 

dresses of 2 referees, to the Group Secretary, ‘‘ Ash-Eton,”’ 
Radnor Park West, Folkestone. 


DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP. BIRMINGHAM REGION. Applications invited from 
registered practitioners for following appointments :— 

he Guest Hospital, Dudley (154 Beds) 

SENIOR HOUSE OFFICER (resident), surgical. 
vacant. Salary £670 p.a., 
emoluments. 

Corbett Hospital, Stourbridge (106 Beds) 

SENIOR HOUSE OFFICER (resident), casualty. 
vacant. Salary £670 p.a., 
emoluments. 

SENIOR HOUSE OFFICER (resident), surgical, or HOUSE 
OFFICER (resident), surgical, pre-registration appointment. 
Post now vacant. Salary at appropriate rate less deduction 
for residential emoluments. 

Wordsley Hospital, near Stourbridge (478 Beds) 

SENIOR HOUSE OFFICER (resident), surgical. Post now 
vacant. Salary £670 p.a., less £150 p.a. in respect of residential 
emoluments 

SENIOR. ‘HOU SE OFFICER (Resident Anesthetist). Post 
now vacant. Salary £670 p.a., less £150 p.a. in respect of 
residential emoluments. In addition to general surgery, experi- 
— is available in Orthopedics, Gynecological and Plastic 

ni 

HOUSE OFFICER (resident), surgical, pre-registration 
appointment. Post now vacant. Salary at appropriate rate, 
less deduction of £100 p.a. in respect of residential emoluments. 

Applications, stating age, experience, with copies of 3 recent 
testimonials, to— . RAYMOND Horst, 

Secretary, to the Management Committee. 

The Guest Hospital, Dudley. 


Regional Hospital Board, 


Post now 
less £150 p.a. in respect of residential 


Post now 
less £150 p.a. in respect of residential 
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ECCLESHALL (near). STANDON HALL ORTHOPAEDIC 
HOSPITAL. (104 Beds.) STAFFORD HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (orthopedics), Male 
or Female. Post vacant. 

Applications, giving full particulars, together with copies of 

3 recent testimonials, to the Group Secretary, 13, Foregate-street, 
Stafford. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
Locum Tenens (long-term) REGISTRAR or JUNIOR HOS- 
PITAL MEDICAL OFFICER required for approximately 
4 sessions per week in the Physical Medicine Department at 
above Hospital. Particulars on application to the Director of 
Physical Medicine. 

Apply, giving details of qualifications and experience, together 
with the names of 2 referees, to Group Secretary, Hendon Group 
Hospital Management Committee, Edgware General Hospital, 
by 22nd August, 1953. 


EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
2 SENIOR SURGICAL CASUALTY HOUSE OFFICERS 
(resident) required at above Hospital. Salary £670 p.a. Deduc- 
tion of £130 p.a. for board, lodging, &c. 1 post vacant 14th 
September, 1953, the other vacant 18th October, 1953. 

Applications, giving details of age, qualifications and experi- 
ence, together with the names of 2 referees. to Group Secretary, 
Edgware General Hospital, Edgware, Middlesex, not later than 
29th August, 1953. 

EDQWARE GENERAL (formerly Redhill County) HOS- 
PITAL, EDGWARE, MIDDLESEX. Locum CASUALTY REGIS- 
TRAR (non-resident) required at above Hospital from 31st 
August, 1953 to 25th November, 1953. 

__ Apply immediately to the Medical Director. 

EDGWARE GENERAL (formerly Redhill County) HOS- 
PITAL, EDGWARE, MIDDLESEX. RESIDENT HOUSE PHYSI- 
CIAN. Post vacant 26th September, 1953. Salary £350-£450 
p.a. according to experience. Deduction of £100 p.a. for board, 
lodging, &c. 6 months appointment. 

Applications, stating age, qualifications, experience, and 

enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 29th August. Candidates selected for 
interview will be notified by 5th September. 
EDGWARE GENERAL (formerly Redhill County) HOS- 
PITAL, EDGWARE, MIDDLESEX. RESIDENT HOUSE PHYSI- 
CIAN. Post vacant 23rd September, 1953. Salary £350-£450 
p.a. according to experience. Deduction of £100 p.a. for board, 
lodging, &e. 6 months appointment. 

Applications, stating age, qualifications, experience, and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 22nd August. Candidates selected for 
interview wil] be notified by 29th August. 

EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
EXETER AND MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. 
Applications are invited from registered medical precteione 
(Male and Female) for the post of CASUALTY OF ER. 
and to act as House Surgeon to the E.N.T. Seeastetaeh tk 
alternate week-ends on duty for the Obstetric and Gynsco- 
logical Department. Vacant 26th August, 1953. The appoint- 
ment is for a period of 6 months. 

Applications, with copies of 2 recent testimonials, to the 

Hospital Secretary. 
EDINBURGH, 9. BRUNTSFIELD HOSPITAL FOR 
WOMEN AND CHILDREN, 1A, Whitehouse-loan. (81 Beds and 
Cots.) Applications are invited from registered Women medical 
practitioners for the post of HOUSE OFFICER (surgery). 
Appointment is for 6 months from Ist October, 1953, and is 
recognised for pre-registration. Salary £350, £400, or £450 p.a., 
less £100 p.a. in respect of residential emoluments. 

Applications, with copies of testimonials to the Medical 
Superintendent, Southern Hospitals, 21, Hill-street, Edinburgh, 2, 
within 14 days of appearance of this advertisement. 
EDINBURGH, 9. BRUNTSFIELD HOSPITAL FOR 
WOMEN AND CHILDREN, 1A, Whitehouse-loan. (81 Beds and 
Cots.) Applications are invited from registered Women medical 
practitioners for the post of HOUSE OFFICER (medicine). 
Appointment is for 6 months from Ist October, 1953, and is 
recognised for pre-registration. Salary £350, £400, or £450 p.a., 
less £100 p.a. in respect of residential ‘emoluments. 

Applications, with copies of testimonials, to the Medical 
Superintendent, Southern Hospitals, 21, Hill-street, Edinburgh, 2, 
within 14 davs of appearance of this advertisement. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum 
SENIOR HOUSE OFFICER for casualty duties required for 
3 weeks from 24th August, 1953. Resident or non-resident. 
Hours 9 A.M.—5.30 P.M. Monday—Friday ; 9 a.M.—1 P.M. Saturday. 

Applications, stating age, qualifications, experience, nation- 
ality, and the names of 2 referees, to the Secretary of the 
Management Committee at Chase Farm Hospital immediately. 
EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 
Applications are invited for a post of RESIDENT SENIOR 
HOUSE OFFICER (surgery) as Casualty Officer and Ortho- 
peedic House Surgeon, now vacant. Busy General Hospital with 
easy access to London. Salary on national scale, less deduction 
for board, lodging, &c. 

Applications, with copies of 2 testimonials, to reach the 
Group Secretary, Epping Group Hospital Management Com- 
mittee, St. Margaret’s Hospital, Epping, Essex, by 21st August, 
1953. 

EPPING. ST. MARGARET'S HOSPITAL. (485 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (pathology) to fill an immediate vacancy. Salary 
on national scale, less deduction for board, lodging, &c. Busy 
de partment in large general hospital, with easy access to 
London. Some experience in pathological department desirable. 

Applications, with copies of 2 recent testimonials, to reach the 
Group Secretary, Epping Group Hospital Management Com- 
mittee, St. Margaret’s Hospital, Epping, Essex, by 29th August, 
1953. 





EAST CUMBERLAND HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following HOUSE 
OFFICER appointments which are now vacant :— 
Cumberland Infirmary, Carlisle (340 Beds) 
1—General Surgery. 

1—General Medicine. 

1— Orthopedics. 

1—‘‘ Specials ’—-(E.N.T. and Eyes). 

Applications, with names of 2 referees, should be forwarded 
immediately to the Sec retary, East Cumberland Hospital 
Management Committee, Cumberland Infirmary, Carlisle. 
GLOUCESTER. GLOUCESTERSHIRE ROYAL HOS- 
PITAL, Great Western-road, GLos. (315 Beds.) SENIOR 
HOUSE OFFICER required in the Orthopedic and Traumatic 
Surgery Department at the above Hospital. Staff: 1 Registrar, 
2 Senior House Officers. Unit comprises 75 active beds. 

Applications, naming 2 referees, to the Group Secretary, 
Gloucestershire Royal Hospital, Southgate-street, Gloucester. 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
CASUALTY OFFICER required. The grading is that of Senior 
House Officer and 2 Casualty Officers are employed who share 
the work of the department which is part of the Orthopedic 
and Traumatic Unit. Regular instruction is given in traumatic 
surgery and Casualty Officers take part in the work of the 
fracture clinics. Post vacant on 21st September and will be 
resident for the first 6 months with option of renewal. 

Applications, with copies of testimonials, to the Hospital 

Secretary. 
GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsby 
HOSPITALS MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER (gynecological), 
Male or Female, for duties at the above-named Hospital and 
Scartho Road Infirmary, Grimsby. The post is now vacant. 

Applications, with names of 2 referees, to Hospital Secretary, 

Grimsby General Hospital. 
GRIMSBY MATERNITY HOSPITAL. (45 Beds.) 
Applications are invited for the post of SENIOR OBSTETRIC 
HOUSE OFFICER (resident), vacant on 3lst August, 1953. 
A large proportion of abnormal cases are treated. 

Apply immediately, with names of 2 referees, to the Secretary, 

Grimsby Hospital Management Committee, 3, Queen’s-parade, 
Grimsby. 
GRIMSBY GROUP OF HOSPITALS. Sheffield Regional 
HOSPITAL BOARD. Whole-time NON-RESIDENT REGISTRAR 
(obstetrics and gynecology) required. Appointment for 1 year 
in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by 24th August, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
SENIOR HOUSE OFFICER in Anesthetics required. Oppor- 
tunities for studying for D.A. Salary £670 p.a., with deduction 
of £130 p.a. for residence, &c. 

Applications to Group Secretary, Royal Halifax Infirmary, 
Halifax. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
(150 Beds.) SENIOR HOUSE OFFICER (casualty and ortho- 
peedic), post vacant now. National scale of salary. 

Apply to Hospital Administrator. 
HASTINGS. *ST. HELEN'S HOSPITAL. (491 Beds.) 
HOUSE SURGEON required, resident, Male or Female. Pre- 
registration post, now vacant. National scale of salary. 

Apply to Hospital Administrator. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (151 Beds—Recognised by the Royal 
College of Surgeons and for Pre-registration Service.) WEST 
WALES HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of RESIDENT HOUSE OFFICER (sur- 
gical). Salary £350, £400, or £450 p.a., plus grant of £50 p.a., 
according to e xperience, less £100 p.a. for board-residence. 

Applications, stating age, qualifications, experience, and 
nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 
HILLINGDON HOSPITAL, near Uxbridge, Middlesex. 
HOUSE PHYSICIAN (resident) required. Recognised for 
M.1D.(Lond.) Branch 1 and for pre-registration House Officers. 

Applications, stating age, nationality, qualifications and 
experience. together with copies of not more than 3 recent 
testimonials, to Medical Director by 24th August. 


HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for 
the appointment of HOUSE SURGEON (Male or Female), first 
or second post held, for general surgery, gynecology, and 
obstetrics. Pre-registration post; recognised under F.R.C.S. 
regulations. 6 months appointment. Salary at rate of £350 or 
£400 p.a. respectively, less 2100 p.a. residential emoluments. 
Duties to commence as soon as possible. 

Applications to the Group Secretary, Hertford Group Hospital 
Management Committee, Hertford County Hospital, Hertford, 
Herts. 


HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) CASUALTY HOUSE 
OFFICER (Male or Female), second or third post held, with 
attachment to Pediatrician and Ophthalmic Consultant. Salary 
£400-£450 p.a., less £100 p.a. residential emoluments. Appoint- 
ment to commence mid-August. Applications for locum period 
would be considered. 

Apply, with full details and references, to Secretary, Hertford 
County Hospital, Hertford, Herts. 
HEREFORD. COUNTY HOSPITAL. (333 Beds.) House 
OFFICER (general surgery) required. 

Applications, with copies of 2 recent testimonials, to be sent 
to the Medical Superintendent, County Hospital, Hereford. 
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HEREFORD. GENERAL HOSPITAL. (154 Beds.) 
HOUSE OFFICER (peediatrics) required immediately 
Applications, with copies of 2 recent jouthnensehe, to the 
Sec no won Hospital Management Committee, County Hospital, 
Herefor« 
HEREFORD. GENERAL HOSPITAL. (154 Beds.) 
HOUSE OFFICER (medicine) required gen meee 
Applications, with copies of 2 recent testimonials, to the 
neem” Hospital Management Committee, County Hospital, 
Hereford. 
HEMEL HEMPSTEAD, HERTS. 
PITAL. (167 Beds—5 residents.) 
Children’s Department required (second or subsequent post). 
The appointment is recognised for the D.C.H. and falls vacant 
on 10th September, 1953. 


Applications, giving details of experience and qualifications, 
and enclosing copies of 2 recent testimonials, should be sent to 
the Administrator. 


WEST HERTS HOS- 
HOUSE PHYSICIAN to 


HUDDERSFIELD ROYAL INFIRMARY. (312 ae 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUS 
PHYSICIAN required to commence duty on 2ist oe 


1953. Salary in agcordance with the terms and conditions of 
service for hospital medical and dental staffs, with full residential 
emoluments. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty immediately. Salary 
in accordance with the terms and conditions of service for 
hospital medical and dental staffs, with full residential emolu- 
ments. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 
HULL. KINGSTON GENERAL HOSPITAL. (398 Beds.) 
Applications are invited for the ns son ram) of me ee geen 
HOUSE OFFICER (mainly gynecology); (recogn ea 
registration appointment). Salary £350, £400 or £450 ai 
to experience. The post is resident and tenable for 6 wane 

Applications to be forwarded to the Secretary, Hull A Group 
Hospital Management Committee. : 
HULL ROYAL INFIRMARY. Hull A Group Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the 
following posts :— 

2 —— SURGEONS (recognised for F.R.C.S.), vacant 


n¢ 
HOUSE PHYSICIAN, vacant now. 
ORTHOPADIC HOUSE SURGEON, vacant now. 
Forms of application from the Hospital Secretary, 
Royal Infirmary. 
HULL ROYAL iggy 
MANAGEMENT COMMITTEE. 


Hull 


Hull A Group Hospital 
pplications are invited for the 
qppetennent of RESIDENT B RGICAL OFFICER nor 

ouse Officer grade), vacant now. Recognised for F.R. 
Salary will be at the rate of £670 p.a., less deduction of gi30 
p.a. for residential emoluments. National conditions of —. 
Appointment for 12 months in the first instance. Notice 2 
months either side. 

Application forms from the Hospital Secretary. 

ILFORD AND BARKING GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. There is a vacancy for a SENIOR HOUSE 
OFFICER at the Ilford Isolation Hospital, Grove-road, Chadwell 
Heath (near London). Salary will be at the rate of 2670 p.a., 
less emoluments. Small furnished bungalow available. This 
post is suitable for persons studying for the M.R.C.P. and D.C.H. 

Applications, giving particulars of experience, and qualifica- 
tions, and accompanied by copies of testimonials, should be 
sent to the undersigned within 7 days of the appearance of this 
advertisement. G. AUSTIN HEPWORTH, Secretary. 

King George Hospital, Ilford. 

ILFORD MATERNITY HOSPITAL, Eastern-avenue, 
ILFORD. There will be a vacancy for a SENIOR HOUSE 
OFFICER at the above Hospital on 24th September, 1953. 
Salary £670 p.a., less emoluments. Applicant should have been 
registered not less than 1 year. 

Applications should be sent, accompanied by copies of 3 
testimonials, to the undersigned within 7 days of the appearance 
of this cia ay 

AUSTIN HEPWORTH, Secretary, 

Tiford and Barking Group Hospital Management Committee. 

King George Hospital, Ilford. 
iPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) 2 Sas are invited for the post of 
SENIOR HOUSE gu RGEON to the Fracture and Orthopeedic 
Department. The post is graded Senior House Officer and 
is now vacant. The Department has 2 Consultants, about 60 
Beds, and a large outpatients attendance and offers a wide 
experience. 

Applications, stating age, nationality, experience, and copies 
of 3 recent testimonials, to the Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) EAST ANGLIAN REGIONAL HOSPITAL BOARD, RADIO- 
LOGICAL REGISTRAR at the above Hospital. The depart- 
ment is the centre for Consultant Radiological Services for the 
Ipswich Hospital Group. 
for second year. 

Applications, stating age, qualifications, and details of present 
and previous appointments, together with names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
24th August, 1953. Candidates invited to visit Hospital by 
direct arrangement with Hospital Management Committee 





Secretary at the Hospital. 


36 





Appointment for 1 year, renewable | 


IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the Fracture and Orthopedic Department. 
Approved pre-registration post. 

Applications, stating age, nationality, experience, 
of recent testimonials, to the Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER RESIDENT ANZXSTHETIST. The post, 
which is normally of 1 years duration, is recognised for the D.A. 
examination. 

Applications, stating age, nationality, 
testimonials, to Hospital Secretary. 
IPSWICH. ST. HELEN’S HOSPITAL. (100 Beds for 
infectious diseases, pulmonary tuberculosis and _ long-stay 
orthopedics. The Area Chest Clinic is in the Hospital.) Ipswich 
GROUP HOSPITAL MANAGEMENT COMMITTEE. USE PHYSI- 
CIAN required. Salary £450 p.a. Accommodation available 
for married man. The person appointed will be required to 
undertake certain duties in the Children’s Wards at the Borough 
General Hospital in addition to the duties at St. Helen’s 
Hospital. 

Applications, with full particulars, to JonN WILLIAMS, Group 
ecretary, at East Suffolk and Ipswich Hospital, Ipswich. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (third post), resident, Department of Dermatology. 
Candidates with some experience of dermatology will be given 
preference. 

Applications, stating age, nationality, qualifications and 
experience, with copies of up to 3 recent testimonials, to Group 
Secretary, West Middlesex Hospital, Isleworth, Middlesex. 
Closing date 1st September, 1953. 
KETTERING GENERAL HOSPITAL. 


and copies 


together with recent 











(171 Beds.) 
Ap plications are invited for the pre-registration post of HOUSE 
TYSICIAN, vacant now. The appointment is for 6 months. 
There are 5 resident Officers and full Consultant staff. 
Applications, stating age, nationality, qualifications, and 
enclosing copies of 2 testimonials, should be forwarded as soon 
as possible to the Group Secretary, Genera! Hospital, Kettering. 
LEEDS (near). MENSTON (MENTAL) HOSPITAL. 
Applications invited for whole-time appointment as JUNIOR 
HOSPITAL MEDICAL OFFICER. acilities available for 
training in all branches of Psychiatry in conjunction with 
University of Leeds, Department of Psychiatry. Salaries in 
accordance with terms and conditions of service of hospital 
medical and dental staffs. Residential accommodation for 
single applicants, 
Apply forthwith to Medical Superintendent, stating age, 
state, qualifications, experience and giving names and 
addresses of 2 referees. 


LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the following REGISTRAR posts :— 
Amesthetics 
Hull A Grou 
B and East Ri 
General Medici 
Harrogate ona Ripon Group (non-resident). 
duties in peediatrics. 
General Surgery 
Bradford Royal Infirmary and as required at other hospitals 


in the Bradford A Group. Residential accommodation is 
available. 


“—. dic Surgery 

(a) Bradford Royal a ae gerd (60 orthopedic beds) with 
additional duties as required at other orthopedic units in the 
Bradford A Group (non-resident). 

(6) The General Hospital, Batley, and other hospitals in the 
Dewsbury, Batley and Mirfield Group (resident). 

(c) Hull A, Hull B and East Riding Groups (non-resident). 
Psychiatry 

(a) Menston Hospital, near Leeds (2500 Beds). The post 
will be resident and a house is available. 

(b) Stanley Royd Hospital, Wakefield (2000 Beds). Resi- 
dential accommodation is available for a single person. 

Facilities for attendance at Leeds University will be provided 
if the successful candidates for the above appointments are 
studying for the D.P.M. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the 
names of 3 referees, should be forwarded to the Secretary, 
Joint Registrars Committee, Park-parade, Harrogate, not later 
than 28th August, 1953. 


LEEDS REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of REGISTRAR in Neurology for 
duties divided (approximately equally) between the Department 
of Neurology at the General Infirmary at Leeds (10 expanding 
to 20 beds) and Pinderfields General Hospital, Wakefield 
(40 beds). 

Applications, stating age, qualifications, and details of present. 
and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, not later than 
llth September, 1953. 


LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the post of SENIOR REGISTRAR in Radiology 
for duties initially at hospitals in the Halifax and Huddersfield 
Groups. Subject to satisfactory progress the successful candidate 
will be required to undertake a period of training at the General 
Infirmary at Leeds, followed by further training, at selected 
hospitals in the Region. 

Applications, stating age, qualifications, and details of present. 
and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, Joint. 
Registrars Committee, Park-parade, Harrogate, not later than 
llth September, 1953. 


with additional duties at hospitals in the Hull 
“pa Groups (non-resident). 


Includes some 
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LEEDS REGIONAL HOSPITAL BOARD invites appli” 
cations for the appointment of SENIOR REGISTRAR in 
Anesthetics (non-resident) for duties mainly in the Hull A 
Group of Hospitals, with additional duties as required in the 
Hull B and East Riding Groups. 

Applications, stating age, qualifications and details of present 
and previous appointments, with dates together with the names 
of 3 referees, should be forwarded to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, not later than 
1ith September, 1953 
LEIGH INFIRMARY, Leigh. (102 Beds.) Wigan and 
LEIGH HOSPITAL MANAGEMENT COMMITTEE. HOU SE" PHYSI- 
CIAN (resident) required at the above Hospital. House Officer 
grade post, now vacant. Approved pre-registration post. 

Applications, stating age and qualifications, together with the 

names of 2 referees, should be forwarded to the Secretary, Wigan 
and Leigh Hospital Management Committee, Knowsley House, 
Wigan, as early as possible. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Applications are invited 
for a post as SENIOR REGISTRAR (obstetrics and gynecology ) 
for the period Ist October, 1953, or as soon thereafter as possible, 
to 30th September, 1954. Annual reappointment thereafter 
until completion of the normal period of training will be con- 
sidered without need for further application. The successful 
candidate may be required during the course of his training to 
undertake duties in both teaching and non-teaching hospitals. 

Apply by 29th August, 1953, on forms obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. eS RE IR 
wee oe THE UNITED LIVERPOOL HOSPITALS. 

AUL’S EYE HOSPITAL. Applications are invited for a post 
- REGISTRAR (ophthalmology) for the period Ist October, 
1953-—30th September, 1954. Annual reappointment the reafter 
until completion of the normal period of training will be considered 
without need for further application. 

Apply by 29th August, 1953, on forms obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 

LOUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 

Ape ations are invited for the post of SENIOR HOUSE 

‘ICER (surgical) or JUNIOR HOUSE OFFICER (pre- 
mead ot le ly at this busy General] Hospital. The post is resident 
and appropriate deductions will be made in respect of board, 
residence, &c. 

Applications, giving full particulars, together with names of 
2 referees, to be addressed to the Hospital Secretary. 
LOWESTOFT AND NORTH SUFFOLK HOSPITAL. 
LOWESTOFT. (99 Beds.) A arat - invited for the appoint- 
ment 6f SENIOR HOUSE SURGEON. Salary £670 p.a., less 
£150 for residential emoluments. "eae Hospital is staffed by 
a Consultant General Surgeon and visiting Consultants in all 
specialties from the Norfolk and Norwich Hospital. 

Applications, stating age, qualifications and experience, with 
names of 2 referees, to Hospital Secretary immediately. 
LYMINGTON HOSPITAL, Lymington, Hants. (107 
Beds.) SENIOR HOUSE OFFIC ER (surgical) required imme- 
diately. Post normally tenable 1 year. 

Apply, stating qualifications and experience, with copies of 
recent testimonials, the Group Secretary, Southampton 
Hospital Management Committee, Bullar-street, Southampton. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of RECEIVING- 
ROOM OFFICER. Salary £670 a year, with deduction of £150 
a year for residential emoluments. 

Applications to the Administrative Officer at the Hospital 

as soon as possible. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
{135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the ig yregg of SENIOR 
HOUSE SURGEON. Post recognisable for the F.R.C.S.(Eng.). 
Salary £670 a year, with deduction of £150 a year for residential 
emoluments. 

Applications to the Administrative Officer at the Hospital 

as soon as possible. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL lea (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Aeneas are invited for the appointment of 
SENIOR HOUSE OFFICER in the Ophthalmic Department 
of the above Hospital. The Hospital is recognised by the 
Examining Boards for the F.R.C.S. and the D.O. Appointment 
will be for 12 months. Salary £670 a year, less £150 a year 
for residential emoluments. 

Applications, should be forwarded as soon as possible, to the 
Administrative Officer, Kent County Ophthalmic and Aural 
Hospital, Church-street, Maidstone. 

MANSFIELD AND DISTRICT GENERAL HOSPITAL. 
eo are invited for the post of SENIOR HOUSE 

ICER to the Casualty and Orthopedic Department (1 of 
2 posts). The post is recognised for F.R.C.S. regulations. 

a stating qualifications, age, experience, &c., to 
be forwarded to the Secretary, Mansfield Hospital Management 
Committee, Crow Hill-drive, Mansfield. 


MANSFIELD AND DISTRICT GENERAL HOSPITAL. 
p cod Beds.) MANSFIELD HOSPITAL MANAGEMENT COMMITTE 

omnes are invited for the post of SENIOR HOUSE 
OFFICER in Anesthetics (resident). The post is recognised 
for the D.A. Appointment will be for 1 year. Salary £670 p.a., 
with a deduction of £135 in respect of residential emoluments. 

Applications, stating age, qualifications and experience, 
together with copies of 2 testimonials, should be forwarded to 
the undersigned immediately. 

A. ASHWORTH, Group Secretary, 
Mansfield Hospital Management Committec. 
Oak Bank, Crow Hill-drive, Mansfield. 











MANSFIELD AND DISTRICT GENERAL HOSPITAL. 
(207 Beds.) MANSFIELD HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE SURGEON 
(pre-registration or Senior House Officer post). Post recognised 
for F.R.C.S. examinations. 

Applications, stating age and qualifications, together with 

copies of 2 recent testimonials, to be forwarded to Group 
Secretary, Mansfield Hospital Management Committee, Crow 
Hill-drive, Mansfield. 
MARGATE. GENERAL HOSPITAL. (132 Beds.) House 
SURGEON (approved pre-registration post). Salary at rate of 
£350—-£450 p.a., according to experience, less £100 for residential 
emoluments. 

Applications, with copies of testimonials, to 

Secretary. 
MANCHESTER. BAGULEY HOSPITAL, Wythenshawe. 
(Tuberculosis and Chest Surgery—402 Beds.) SOUTH MAN- 
CHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the resident post of SENIOR HOUSE OFFICER 
(medical) at the above Hospital. The appointment offers the 
opportunity to gain a wide experience in the diagnosis of chest 
diseases and of the treatment, both medical and surgical, of 
respiratory tuberculosis. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, to be forwarded to the under- 
signed within 7 —; * the appearance of this advertisement. 

KEATES, Secretary to the Committee. 

Withington wat Manche ste r, 20. 

MANCHESTER, 8. CRUMPSALL HOSPITAL. (General 
Hospital—1225 Beds. ) NORTH MANCHESTER HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from suitably 
—— registered medical practitioners for the appointment of 
RESIDENT ANASTHETIC REGISTRAR for duties at the 
above Hospital, and some duties at Booth Hall Hospital 
(Children) which is controlled by the Manchester Babies’ and 
Children’s Hospital Management Committee. The position 
is recognised for the D.A. 

Applications, stating age, nationality, qualifications and dates, 
particulars of previous appointments with dates, also the names 
and addresses of 2 referees, | be sent to the undersigned as soon 
as possible. T. SAMPSON, Group Secretary. 

Crumpsall Hospital, Manc Hts 8. 

MANCHESTER, 8. CRUMPSALL HOSPITAL. (General 
Hospital—-1225 Beds.) Applications are invited for the appoint- 
ment of SENIOR HOUSE OFFICER in the Genito-urinary 
Department with some general surgical work in another unit. 
The post is recognised for the F.R.C.S. 

Applications, stating age, nationality, qualifications and 
dates, particulars of previous appointments with dates, along 
with the names and addresses of 2 referees, to the undersigned 
within 10 days of the appearance of this advertisement. 

A. T. Sampson, Group Secretary. 

Crumpsall Hospital, Manchester, 

MANCHESTER. NORTH a HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of GROUP REGISTRAR (E.N.T.) for duties at 
hospitals within the Group, but chiefly at Ancoats Hospital. 
The position is recognised for the D.L.O 

Applications, stating age, nationality, qualifications and 
dates, particulars of previous appointments with dates, along 
with names and addresses of 2 referees, to be sent to the under- 
signed within 10 days of the appearance of this advertisement. 

A. T. SAMPSON, Group Secretary. 

Crumpsall Hospital, Manchester, 8. 


MANCHESTER. NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of SENIOR HOUSE OFFICER (orthopedics), 
now vacant, with duties at Crumpsall Hospital and other 
hospitals within the Group. 

Applications, stating age, nationality, qualifications, and 
dates, particulars of previous appointments with dates, along 
with the names and addresses of 2 referees, to be sent to the 
undersigned within 10 days of the appearance of this advertise- 
ment. Ye. a eee Group Secretary. 

_ Crumpsall Hospital, Manchester, 


MANCHESTER REGIONAL ee BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. The Board 
invite applications from registered practitioners for the post of 
ANSTHETICS REGISTRAR within the South Manchester 
Group. 

Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, within 7 days 
of appearance of this advertisement. 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for 3 posts of NON-RESIDENT SENIOR REGIS- 
TRAR in General Surgery as follows :— 
(a) Salford Group of hospitals, mainly at Salford Royal 
Hospital. 

(b) South Manchester Group of hospitals, 
Withington Hospital. 

(c) Bury and Rossendale Group of hospitals, mainly at Bury 
General Hospital. 

The post in the Bury and Rossendale Group is a“ transitional ’’ 
post, tenable for 1 year with a possible extension for a second 
year, and applicants must either be in their fourth or subsequent 
year of training in a Senior Registrar post in general surgery or 
have occupied such a post for 3 or more years and vacated it 
since November, 1950. The other 2 posts are normal Senior 


Hospita 


mainly at 


Registrar appointments and arrangements may later be made 
for the successful applicants to transfer to the United Manchester 
Hospitals to continue training. 

Forms of application may be obtained from the Senior 
Administrative Medical Officer of the Board, Cheetwood-road, 
Manchester, 8, and should be returned, with the names of 3 
referees, to be received by 24th August, 1953. 
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MANCHESTER REGIONAL tte BOARD. Sal- 
FORD HOSPITAL MANAGEMENT COMMITTE Applications are 
invited for the post of NON- RESIDENT REGISTRAR in 
E.N.T. Surgery in the above Group, with main duties at Hope 
and the Royal Manchester Children’s Hospitals. 

Applications, together with copies of 2 recent testimonials, 
should be sent to the Group Secretary, Salford Royal Hospital, 
Salford 3, immediately. 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for post RESIDENT SURGICAL REGISTRAR 
to Macclestield District Group hospitals, main duties Infirmary 


Branch Macclesfield Hospital. Hospital recognised under 
F.R.C.S. regulations. 

Apply immediately to Group Secretary, ‘‘ Willerby House,” 
Cumberland-street, Macclesfield, enclosing copies of 2 recent 


testimonials. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the post of REGISTRAR in Chest 
Diseases in the Ashton, Hyde and Glossop and Oldham Groups. 

Application forms are obtainable from the Group Secretary, 

Ashton, Hyde and Glossop Hospital Management Committee, 
Astley-road, Stalybridge, Cheshire, to whom they should be 
returned not later than 20th August, 1953. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of NON-RESIDENT SENIOR 
REGISTRAR in Psychiatry. The person appointed will be 
required to attend Consultant psychiatric clinics and take part 
in the treatment of inpatients and outpatients at hospitals in 
Bolton and Bury in association with the Consultant Psychiatrist. 
D.P.M. essential. 

Forms of application may be obtained from the Senior 
Administrative Medical Officer, Manchester Regional Hospital 
Board, Cheetwood-road, Manchester, 8, and should be returned, 
with the names of 3 referees, to be received by 27th August, 1953. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT REGISTRAR in the 
Board’s Non-tuberculous Thoracic Surgery Unit of 48 Beds 
at Park Hospital, Davyhulme. 1 year appointment, renewable. 
Post now vacant. 

Application forms from the Secretary, West 
Hospital Management Committee, Park Hospital, 
Urmston. 

MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for 3 posts of SENIOR REGISTRAR in Ortho- 
peedic Surgery as follows : 

(a) North Manchester and Manchester Babies’ and Children’s 
Groups of hospitals, mainly at Crumpsall Hospital and Booth 
Hall Children’s Hospital (vacant Ist January, 1954). 

(b) Salford Group of Hospitals (2 posts), mainly at Salford 
Royal Hospital (posts vacant on Ist November, 1953, and Ist 
January, 1954). 

1 of the 2 posts in the Salford Group is a “ transitional ” 
post, tenable for 1 year with a possible extension for a second 
year, and applicants must either be in their fourth or subsequent 
year of training in a Senior Registrar post in orthopedic surgery 
or have occupied such a post for 3 or more years and vacated it 
since November, 1950. The other 2 posts are normal Senior 
Registrar appointments and arrangements may later be made for 
the successful applicants to transfer to the United Manchester 
Hospitals to continue training. 

Forms of application may be 
Administrative Medical Officer 


Manchester 
Davyhulme, 


from the Senior 
of the Board, Cheetwood-road, 
Manchester, 8, and should be returned, with the names of 3 
referees, to be received by 27th August, 1953. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for RESIDENT MEDICAL STAFF (Senior House Officer 
grading—£670 p.a., less £130 p.a. for residential emoluments), 
Application forms may be obtained from the undersigned. 
H. R. Nortu, General Superintendent. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for the post of REGISTRAR (resident). Tenable for 12 months 
subject to renewal. Previous experience in ophthalmology 
essential. The terms and conditions of service for hospital 
medical and dental staffs will apply. 
Application forms may be obtained from the undersigned. 
H. R. Norra, General Superintendent. 


MANCHESTER. VICTORIA MEMORIAL JEWISH 
HOSPITAL. (General—105 Beds.) NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
ee of REGISTRAR (general surgery) at the above 
Hospital to act as Resident Surgical Officer. The post is recog- 
for the F.R.C.S. 

Applications, stating age, nationality, present and previous 
appointments with dates, along with names and addresses of 2 
referees, to be sent to the undersigned within 10 days of the 
appearance of this advertise 5 nt. 

T. SAMPSON, 

Crumpsall Hospital, Manc eh ak 8. 


NORTH GLOUCESTERSHIRE CLINICAL AREA. 
BOARD OF GOVERNORS OF THE UNITED BRISTOL HOSPITALS AND 
THE SOUTH-WESTERN REGIONAL HOSPITAL BOARD. Applications 
are invited by the above Boards from registered medical practi- 
tioners for the joint appointment of REGISTRAR in general 
surgery. Candidates should have had previous experience in 
general surgery. The appointment will be held for 1 year in the 
first instance, and be renewable for a further vear.. During the 
first year the successful candidate will work mainly at the 
Gloucestershire Royal Hospital, Gloucester, but may be required 
to undertake sessions in other hospitals in the Area as circum- 
stances require. 

Applications, stating date of birth, qualifications, and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27, 
Tyndalls Park-road, Bristol, 8, not later than 31st August, 1953. 


obtained 


Group Secretary. 


The 
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MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME 
(General Hospital—426 Beds. ) 

1 ee HOUSE OFFICER (general surgery). Post 


now vacan 

1 SENIOR HOUSE OFFICER (non-tuberculous thoracic 
surgery) for Manchester i Hospital Board Centre. 
Post vacant mid-October, 1953 

1 HOUSE OFFICER (E.) N.T. 
Post now vacant. 

General surgery posts recognised for F.R.C.S. examination. 
_ Forms from Secretary. 
MITCHAM JUNCTION, SURREY. WANDLE VALLEY 
HOSPITAL. S8T. HELIER GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications invited for the appointment of RESI- 
DENT SENIOR HOUSE OFFICER (medical), vacant now. 
The Hospital contains 140 Beds for infectious diseases and 
geriatric cases. 

Applications, stating age, qualifications, and experience, with 

copies of 2 testimonials, and the name of 1 referee, should be 
sent immediately to the Group Secretary, St. Helier Hospital, 
Carshalton, Surrey. 
MILFORD CHEST HOSPITAL, Milford, Surrey. 
Beds.) GODALMING, MILFORD AND LIPHOOK GROUP HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of a SENIOR HOUSE OFFICER (surgical) at 
the above Hospital. The appointment is residential ; salary and 
deduction for board, lodging, &c., in accordance with the national 
scale (£670). All modern forms of treatment are carried out at 
the Hospital, including major thoracic surgery, a proportion of 
the beds being set aside for non-tuberculosis thoracic surgery. 

Applications, giving full details, together with the names of 
3 referees, to be sent, as soon as possible, to the Physician- 
Superintendent, Milford Chest Hospital, Milford, Surrey. 
NEWMARKET GENERAL HOSPITAL, Newmarket, 
SUFFOLK. Applications are invited for the post of HOUSE 
SURGEON, available immediately. Duties include surgical 
house charge of general surgical, E.N.T. and eye beds. The 
post is tenable for 6 months and is resident. Salary in accordance 
with national scale, less £100 p.a. for board and residence. 

Applications, together with copies of 3 testimonials, should 
be addressed to the Physician-Superintendent. 

NEWMARKET GENERAL HOSPITAL, Newmarket, 
SUFFOLK. Applications are invited for the post of HOUSE 
PHYSICIAN, vacant now. Duties include house charge of acute 
general medical and tuberculosis beds with some opportunity 
for ansesthetics under the supervision of the Consultant in 
aneesthesia. The post is tenable for 6 months, salary in accor- 
dance with national scale, less £100 for board and residence. 

Applications, with copies of 3 recent testimonials, should be 
addressed to the Physician-Superintendent. 
NEWCASTLE GENERAL HOSPITAL. 
TYNE HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of SENIOR HOUSE OFFICER to the 
Professorial Psychiatric Unit in the above Hospital. The Unit 
is under the clinical direction of the Department of Psycho- 
logical Medicine, King’s College Medical School, University of 
Durham. The appointment is tenable for 1 year and becomes 
vacant on 15th September, 1953. Practitioners who have held 
a previous house appointment in general medicine or surgery 
may apply. The appointment offers facilities for course of study 
for the Diploma in Psychological Medicine of the University 
of Durham. 

Application should be sent to the Secretary, Newcastle 
General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
together with 1 copy of 2 recent testimonials as soon as possible. 
NEWCASTLE GENERAL HOSPITAL. (861 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (Geriatric Unit). The above 
resident post is now vacant. 

Applications should be addressed to the Secretary, 
General Hospital, Westgate-road, Newcastle upon 
together with 1 copy of 2 recent testimonials. 
NEWCASTLE GENERAL HOSPITAL. 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the resident post of SENIOR 
HOUSE OFFICER (Orthopedic Unit), which is now vacant. 
The appointment is tenable for 12 months in the first instance. 

Applications should be addressed to the Secretary, Newcastle 


surgery). (Pre-registration.) 


(348 


Newcastle upon 


Newcastle 
Tyne, 4, 


(861 Beds.) 


General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
together with 1 copy of 2 recent testimonials by 20th August, 
1953. 

NEWCASTLE. WALKER GATE HOSPITAL. Chest 


DEPARTMENT. NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER (resident) at the above Hospital. There 
are 105 Beds in this department and the Officer will be required 
to carry out duties assigned to him under the supervision of 
the Senior Chest Physician. A 5-roomed house would be avail- 
able to married applic ant. National Health Service terms and 
conditions of service apply. 

Applications, with testimonials or the names of 2 referees, 
should be sent to the Hospital Secretary, Walker Gate Hospital, 
Newcastle upon Tyne, 6. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Durham 
AND NORTH WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE 
GROUPS. REGISTRAR in Physical Medicine (whole-time), 
resident or non-resident. Appointment up to 3lst August, 1954, 
in the first instance, and may be renewed for a further period. 
Application has been made for the hospital to be recognised for 
Parts I and II of the Diploma in Physical Medicine. Salary 
£775-£890. 

Applications, together with names and addresses of referees 
(preferably ), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, *‘ Blythswood South,’’ 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
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NEWCASTLE REGIONAL HOSPITAL BOARD. Sunder- 
LAND AREA HOSPITAL MANAGEMENT COMMITTEE. REGISTRAR 
ORTHOPAEDIC SURGEON (whole-time) at Monkwearmouth 
and Southwick Hospital (120 Beds). Salary scale £775-— 
£890 p.a. Appointments up to 31st August, 1954, in the first 
instance. The Hospital is an accident centre for the above 
Hospital Management Committee, and deals with a large number 
of fracture cases. In addition, all types of chronic orthopedic 
cases in adults and children are dealt with, including tuber- 
cwlosis of bone and joint. A sanatorium of 50 additional beds 
is attached to the Hospital. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, *“* Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
NEWPORT, MON. ROYAL GWENT HOSPITAL. 
(Recognised for F.R.C.S. ; 259 Beds—9 residents.) JUNIOR 
HOSPITAL MEDICAL ‘OFFICER and SENIOR HOUSE 
OFFICER required shortly for Casualty Department. Senior 
Hospital Medical Officer in full-time charge of department, 
through which pass all medical and Surgical emergencies. 
Excellent experience. Recognised F.R.C.S. for 6 months. Post 
reviewed annually for Junior Hospital Medic al Officer and 
tenable 6 or 12 months as Senior House Officer as desired. 
Salary £700-£50-£1000 (Junior Hospital Medical Officer) or 
£670 (Senior House Officer), less £120 for board-residence. 

Write, quoting 2 referees, to T. A. JONES. 

64. Cardiff-road. Newport, Mon. 

NEWPORT, I.W. ST. MARY’S HOSPITAL. (365 Beds.) 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COMMITTEE. 

SENIOR HOUSE OFFICER in Surgery. Salary £670 p.a. 
Applications are invited from registered medical practitioners. 

HOUSE SURGEON. Post approved for Pre-registration 
Service. National salary scale and conditions. Vacant now. 
Living accommodation for a married candidate would be made 
available if required. 

Applications, stating age, nationality, qualifications, and 


experience, together with the names of 2 referees, to be sent as 


soon as possible to Group Secretary, Hospital Management 
Committee Headquarters, Clatterford House, Carisbrooke, I.W. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
ORTHOPADICAND FRACTURESENIOR HOUSE OFFICER. 
The post offers exceptional experience in traumatic and ortho- 
peedic surgery. Duties to commence as soon as possible. Salary 
and conditions of service in accordance with Ministry regulations. 
If resident £150 deducted for emoluments. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 

HENRY M. STANLEY, Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited for the post of RESIDENT CLINICAL PATHOLO- 
GIST (Senior House Officer grade), vacant Ist October. Previous 
experience in pathology not essential. Opportunities for 
training in all branches of clinical pathology are afforded in a 
Department serving over 1200 Beds. Salary and conditions of 
service in accordance with Ministry regulations. 

Applications, stating age, qualific ations and experience, 
together with names and addresses of referees, to be sent to the 
undersigned before 22nd August. 

HENRY M. STANLEY, Group Secretary. 

NOTTINGHAM. CITY HOSPITAL. (823 Beds.) Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
(surgical) vacant Ist September. The post is approved for 
F.R.C.8. The Officer appointed will be required to spend 
6 months in general surgery, 3 months thoracic surgery and 
3 months orthopeedic and plastic surgery. Salary £670 p.a., 
less £145 p.a. for residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testi- 
monials, to be sent immediately to the Hospital Secretary, 
City Hospital, Hucknall-road, Nottingham. 

NORTH AND MID-CHESHIRE HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the following 
vacant posts : 
Altrincham General Hospital, Altrincham, near 
Manchester (130 Beds) 
SENIOR HOUSE OFFICER (surgical). Post recognised under 
F.R.C.S. regulations. 

SENIOR HOUSE OFFICER (medical). 

St. Anne’s E.N.T. ——— Altrincham, near Man- 
chester (53 Beds 

SENIOR HOUSE OFFIC ER. Post recognised for D.L.O. 

examinations. 

JUNIOR HOUSE OFFICER. 

Applications should be sent to the Group Secretary, The 

Hospital, Sinderland-road, Altrincham, Cheshire. 
NORWICH. WEST NORWICH HOSPITAL. Norfolk 
AND NORWICH HOSPITAL GROUP. EAST ANGLIAN REGIONAL 
HOSPITAL BOARD. REGISTRAR in Plastic Surgery. The 
Plastic Surgery Unit is to be extended to provide a treatment 
centre for burns. Post offers wide experience. Appointment 
for 1 year, renewable for second year. 

Applications, stating age, qualifications, and details of present 
and previous appointments, together with names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
24th August, 1953. Candidates invited to visit Hospital by 
direct arrangement with Hospital Management Committee 
Secretary, Norfolk and Norwich Hospital. 


NORWICH. NORFOLK AND NORWICH HOSPITAL. 








(440 Beds.) EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ORTHOPAEDIC REGISTRAR. Post provides wide experience. 

Applications, stating age, qualifications, and details of present 
and previous appointments, with names of 3 referees, to Secretary 
of Board, 117, Chesterton-road, Cambridge, by 24th August, 
1953. Candidates invited to visit Hospital by direct arrangement 
with Hospital Management Committee Secretary at the Hospitai. 





NORWICH. NORFOLK AND NORWICH HOSPITAL. 
(440 Beds.) Applications are invited for the appointment of 
SENIOR HOUSE SURGEON to the Orthopedic Department. 
Salary £670 p.a., less £150 p.a. for full residential emoluments. 

Applications, stating age, qualifications, experience, with 

names of 2 referees, to Secretary, Group 6 Hospital Management 
Committee, St. Stephen’s-road, Norwich. 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 
PEDIATRIC DEPARTMENT AT THE JENNY LIND HOSPITAL FOR 
CHILDREN. Applications are invited for the appointment from 
23rd September, 1953, of HOUSE SURGEON (Male or Female) 
in the Surgical Section of the Jenny Lind Hospital, which forms 
the entire Peediatric Department of the United Norwich Hos- 
pitals. The post is recognised under the Medical Act, 1950, 
for Pre-registration Service. The duties are under the direct 
supervision of the Consultant staff of the Norfolk and Norwich 
Hospital. Salary £350, £400 or £450, less £100 p.a. for resi- 
dential emoluments. 

Applications, stating age, qualifications and experience, with 

names of 2 referees, to Secretary, Group 6 Hospital Manage- 
ment Committee, St. Stephen’s-road, Norwich. 
NORWICH. UNITED NORWICH HOSPITALS. East 
ANGLIAN REGIONAL HOSPITAL BOARD, ANASSTHETIC REGIS- 
TRAR. Duties mainly at Norfolk and Norwich Hospital, 
but also at Jenny Lind Hospital for Children. Post provides 
wide experience and recognised for D.A. Single quarters avail- 
able. Appointment for 1 year, renewable for second year. 

Applications, stating age, qualifications, details of previous 

and present appointments, with names of 3 referees, to Secretary 
of Board, 117, Chesterton-road, Cambridge, by 3ist August, 
1953. Candidates invited to visit hospitals by direct arrange- 
ment with Hospital Management Committee Secretary at Norfolk 
and Norwich Hospital. 
PAISLEY. INFECTIOUS DISEASES HOSPITAL. 
BOARD OF MANAGEMENT FOR PAISLEY AND DISTRICT HOSPITALS. 
2 HOUSE PHYSICIANS required immediately. 180 Beds, with 
Thoracic Unit attached. 

Apply to Group Medical Superintendent, the Royal Alexandra 
Infirmary, Paisley. 

PAISLEY. ROYAL ALEXANDRA INFIRMARY. Applica- 
tions are invited for the following posts : 

HOUSE SURGEON for Orthopedic and Fracture Unit. 

HOUSE SURGEON for general surgical wards. 

HOUSE PHYSICIAN for medical wards. 

Apply to Group Medical Superintendent at above address. 
PAISLEY. ROYAL ALEXANDRA INFIRMARY 

Be BOARD OF MANAGEMENT FOR PAISLEY AND DISTRICT 

JUNIOR HOSPITAL MEDICA OFFICER 
required immediately for the general Medical, Surgical and 
Geriatric Units of the above Hospital. Applicants must be 
2 years qualified. Salary £700—-£50-£1000. 

Apply to Group Medical Superintendent, the Royal Alexandra 
Infirmary, Paisley. 


POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE PHYSICIAN required 6th September, 1953. 

Applications to Hospital Secretary. 

POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT CASUALTY OFFICER (Senior House Officer) 
required 31st August, 1953. Post suitable for persons reading 
for higher diplomas. 

Applications to the Hospital Secretary. 4 
PONTYPOOL AND DISTRICT HOSPITAL, Pontypool, 
MON. (115 Beds.) JUNIOR HOSPITAL MEDICAL OFFICER 
(surgical). This is the senior resident post. 2 House Surgeons 
and a House Physician also resident. Salary £700—-£50-£1000, 
less £150 board-residence. 

Write, quoting 2 referees, to T.-A. JONES. 

64, Cardiff-road, Newport, Mon. 


PLYMOUTH. MOUNT GOLD ORTHOPADIC HOS- 
PITAL (with Annexe 122 Beds). PLYMOUTH SPECIAL HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of SENIOR HOUSE OFFICER for the Orthopedic and Fracture 
Service, centring on Mount Gold Orthopedic and associate 
hospitals. Vacancy immediately. 

Applications, stating age, qualifications with dates, &c., and 
with copies of 2 recent ne. to be forwarded to the 
Secretary, Mount Gold Hospital, Plymouth, within 14 days of 
this advertisement appearing. 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Applications invited from registered medical practi- 
tioners for the appointments of 

(1) SENIOR HOUSE OF FIC E R to Casualty and Fracture 
Department, Greenbank Road Section, vacant immediately. 

(2) SENIOR HOUSE OFFICER in Surgery, Greenbank 
Road Section, vacant 9th October, 1953, recognised for the 
Fellowship of the Royal College of Surgeons. . 

(3) RESIDENT ANAESTHETIST, Greenbank Road Section, 
vacant immediately, recognised for the D.A. ; : 

(4) HOUSE SURGEONS, Greenbank Road Section, vacancies 
13th September, 17th and 20th October, 1953, recognised for the 
Fellowship of the Royal College of Surgeons. 

(5) SENIOR HOUSE OFFICER in Surgery, Freedom 
Fields Section, vacant immediately, recognised for the Fellowship 
of the Royal College of Surgeons. 

(6) HOUSE PHYSICIAN, Freedom Fields Section, vacant 
Ist September, 1953. : 

(7) HOUSE OFFICER in Obstetrics, Alexandra Maternity 
Home, Devonport, vacant immediately. 

Applic ations, stating age, nationality, qualifications, and 
experience, with the names of 3 referees, to be sent to the under- 
signed as soon as possible. 

ARTHUR R. CasH, Group Secretary. 
Nelson-gardens, Stoke, Devonport. 
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PLYMOUTH CLINICAL AREA, The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the joint 
appointment of REGISTRAR in E.N.T. Surgery. Applicants 
should have had previous experience in E.N.T. surgery. The 
appointment will be held for 1 year in the first instance, and be 
renewable for a further year. The successful candidate will be 
required to work for the first year at the South Devon and East 
Cornwall Hospital, Plymouth. 

Applications, stating date of birth, qualifications, and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27, 
Tyndalis Park-road, Bristol, 8, not later than 31st August, 1953. 
PENZANCE. WEST CORNWALL HOSPITAL. (General 
—100 Beds.) WksT CORNWALL HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from pre-registration graduates 
or qualified medical practitioners for the post of HOUSE 
SURGEON. 

Applications, stating age, nationality, qualifications and 

experience, and enclosing copies of 2 recent testimonials, should 
be forwarded to the Hospital Secretary, West Cornwall Hospital, 
Penzance. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. INFECTIOUS DISEASES HOSPITAL. (310 Beda.) 
Applications are invited for the appointment of HOUSE 
PHYSICIAN, whose work will comprise duties in both infectious 
diseases and tuberculosis wards. 

Applications, stating age, experience, and qualifications, and 
names of 2 referees. should be submitted as soon as possible to— 
35, Grove-road South, Southsea. E. Horst. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
a Applications are invited for the following appoint- 
ments : 

St. Mary’s Hospital (General + with 150 surgical 
beds—recognised for the F.R. 
SENIOR HOUSE OFFICER 
Departments), vacant now. 

HOUSE PHYSICIAN, vacant 10th September. 

Royal Portsmouth Hospital (General Hospital with 
70 surgical beds and 68 orthopedic beds—recognised for 
the F.R.C.S.) 

HOUSE SURGEON 

vacant 15th August. 
Queen Alexandra Hospital (124 surgical beds and 21 
E.N.T. beds) 

SENIOR HOUSE SURGEON (E.N.T. and general surgery), 

vacant 8th September. 

Applications, stating age, experience 
together with the names of 2 referees, 
soon as possible to E. H. Hurst. 

35, Grove-road South, Southsea. 
REDRUTH. CAMBORNE-REDRUTH HOSPITAL. 
Beds—4 Residents.) WEST CORNWALL HOSPITAL 
MENT COMMITTEE. SENIOR HOUSE OFFICER 
required for the above Hospital. Post now vacant. This is 
a general hospital with a great variety of cases. The post 
gives good experience in diagnosis, operative and postoperative 
treatment, and in actual operative procedure to the candidate. 

Applications, stating age, experience and nationality, together 

with references, to Hospital Secretary, ( Yam borne-Redruth 
Hospital, Redruth, Cornwall. 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. CHEST DISEASES. JUNIOR HOSPITAL 
MEDICAL OFFICER required now for work in sanatoria and 
chest clinics. 

Apply to the Group Secretary, Central Offices, 
Hospital, Rochdale. 

ROCHDALE. BIRCH HILL HOSPITAL. 
951 Beds.) ROCHDALE AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER _ (anesthetics). 
Appointment for 1 year and post recognised for D.A. 

Applications to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, not later than 22nd August, 1953 


ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (247 
Beds.) Applications are invited from medical registered practi- 
tioners for the resident post of SENIOR HOUSE OFFICER 
in Anesthetics at the above Hospital, vacant from 2\Ist 
September, 1953. Good experience in anesthetics for general 
surgery, gynecology, and E.N.T. modern equipment. 
Applications, stating age, nationality, qualifications with 
dates, present appointment and experience, should be addressed 
to the Medical Superintendent as soon as possible. Applicants 
may see the Hospital by arrangement. (Tel. : Romford 7711.) 


ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (247 
Beds.) Applications are invited from registered medical practi- 
tioners for the post of RESIDENT SENIOR HOUSE SUR- 
eae vacant from 25th September, 1953. Recognised for 
‘.R.C.S. 

Applications, stating age, nationality, qualifications with 
dates, and experience, together with copies of 2 recent testi- 
monials or names of 2 referees, should be sent immediately to 
the Medical Superintendent. (Tel. : Romford 7711.) 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. Applica- 
tions are invited from registered medical or es for the 
post, now vacant, of SENIOR HOUSE OFFICER (resident) 
for duties in the Casualty and Admissions Department at the 
above Hospital. This is a large general hospital, with specialised 
departments dealing with all types of acute medical and 
surgical cases. The post affords good opportunity for gaining 
tuition and experience. 

Applications should be addressed immediately to the Secretary 
of the Romford a Hospital Management Committee, 
Oldchurch Hospital, Romford, stating age, nationality, 
qualifications, experience, and 2 testimonials of recent date 
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ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) Applic ations are invited for the post of RESIDENT 
HOUSE SURGEON in the General Surgical Unit. Recognised 
for F.R.C.S. 6 months appointment. This very active General 
Surgical Unit of approximately 100 Beds affords ample oppor- 
tunity for candidates to obtain first-class tuition and experience. 

Applications, stating age, nationality, qualifications with 
dates, and details of experience, together with copies of 2 recent 
testimonials or names of 2 referees, should be sent immediately 
to the Group Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford. 

ROMFORD, ESSEX. nc te ytd no a 
Beds.) Applications are invite m registe 

titioners for the post of SENIOR HOUSE OFFICER = "the 
Department of Ophthalmology. 

Applications, stating age, qualifications, present ,oppointment 
and experience with dates, together with copies of 2 testimonials 
of recent date or names of 2 referees, should be sent immediately 
to the Group Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) Applications are invited from registered medical practi- 
tioners for the post of SENIOR HOUSE OFFICER in Pathology 
in this large General Hospital containing well-equipped laboratory 
where excellent opportunities exist for gaining extensive 
experience. 

Applications, stating age, nationality, qualifications with 
dates, and experience, together with copies of 2 recent testi- 
monials or names of referees, should be sent immediately to the 
Group Secretary, Romford Group Hospital Management Com- 
mittee, Oldchurch Hospital, Romford. 


ROMFORD, ESSEX. VICTORIA HOSPITAL. (91 Beds.) 
Applications are invited from registered medical practitioners 
(Male) for the post of RESIDENT HOUSE PHYSICIAN 
vacant from 16th August, 1953. The duties will include experience 
in gynecology. 6 months appointment. 

Applications, stating age, nationality, qualifications with 
dates, and experience, together with copies of 2 recent testi- 
monials or names of 2 referees, should be sent immediately to the 
Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 

ROTHERHAM. MOORGATE GENERAL HOSPITAL. 
(Recognised training hospital for D.A.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(anesthetics) required. Appointment for 1 year in first instance. 

Apply to. Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by 3lst August, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 3 
ROTHERHAM HOSPITAL, Doncaster Gate, Rotherham. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
MEDICAL REGISTRAR required with duties also at the 
Moorgate Hospital, Rotherham. Appointment for 1 year in 
first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by 3lst August, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


RUGBY. HOSPITAL OF ST. CROSS AND ST. LUKE'S 
HOSPITAL. SENIOR HOUSE OFFICER required for General 
Medical Department (60 Beds and 2 Outpatients Clinics). 

Apply, stating age, qualifications, with copy testimonials, to 
Hospital Secretary. 
SALISBURY GENERAL HOSPITAL. 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE SURGEON to 
Orthopeedic and Plastic Unit. The post offers considerable 
experie nee in both departments though these will be primarily 
in the Orthopedic Unit. The appointment is for 6 months 
starting as soon as possible. 

Apply immediately, naming 2 referees, 
Odstock Hospital, Salisbury. 
SCOTLAND. EASTERN 
BOARD. Orthopedics. Applications are invited for the post of 
SENIOR REGISTRAR in the Regional Orthopedic Service 
based on Dundee Royal Infirmary (550 Beds—50 orthopedic) 
which is a Teaching Hospital and Bridge of Earn Hospital, 
Perthshire (800 Beds—280 orthopedic). Higher surgical 
qualification and previous experience in orthopeedics essential. 
The post is on the authorised Registrar training establishment. 
Salary and conditions of service in accordance with national 
agreement. 

Further particulars and forms of application from the Secretary 
to the Board, ‘*‘ Braeknowe,’’ 430, Blackness-road, Dundee, with 
whom applications must be lodged not later than 3lst August, 
1953. 


Salisbury Group 


to Group Secretary 


REGIONAL HOSPITAL 


SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
RESIDENT or NON-RESIDENT REGISTRAR (orthopedics) 
required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 31st August, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


SCUNTHORPE, LINCS. WAR MEMORIAL ‘HOSPITAL. 
(269 Beds.) SCUNTHORPE HOSPITAL MANAGEMENT COMMITTEE. 
Immediate vacancy for HOUSE SURGEON (Senior House 
Officer grade), mainly general surgery and some gynecology. 
Applications, stating age, qualifications, and naming 2 
referees, to Group Secretary. ica 
SCUNTHORPE, LINCS. WAR MEMORIAL HOSPITAL. 
(269 Beds.) SCUNTHORPE HOSPITAL MANAGEMENT COMMITTEE. 
Vacancy for CASUALTY OFFICER (Senior House Officer 
grade) offering good experience in busy department serving 
an industrial area. 
Applications, stating age, 
referees, to Group Secretary. 
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SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised 
for Final Fellowship examination.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. RESIDENT REGISTRAR (Thoracic Sur- 
gery) required. Large general hospital with Regional Depart- 
ment of Cardiology. Thoracic Surgical Unit deals with tuber- 
culosis and non-tuberculosis cases. Higher qualification an 
advantage ; previous surgical experience desirable. Appoint- 
ment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffie ld, by 31st August, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
time NON-RESIDENT SENIOR REGISTRAR in Chest 
Diseases required for the Nottingham Chest Service. Duties 
include sessions at the Nottingham and District Chest Centre, 
Basford Sanatorium, the Thoracic Surgical Unit at Nottingham 
City Hospital and Nottingham No. 2 Mass Radiography Unit. 
Appointment for 1 year in the first instance reviewable annually. 

Applications, giving age, nationality, qualifications, present 

and previous appointments with dates, and naming 3 referees, 
to Secretary, Sheffield Regional Hospital Board, Old Fulwood- 
road, Sheffield, by 31st August, 1953. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time Locum SURGICAL REGISTRAR required at the Victoria 
Hospital, Worksop, from 5th to 19th September, 1953. Remunera- 
tion at rate of £16 per week with a deduction if resident. 

App y to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, naming 2 referees. 
no ahr et NO. 1 HOSPITAL MANAGEMENT COM- 

EE. Applications are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER in the Medical Department of the 
City General Hospital and Fir Vale Infirmary. The post 
provides experience in treatment of acute and chronic medical 
and psychiatric cases. 

Applications, giving full details of age, qualifications, present 
and previous posts with dates, and the names of 2 persons to 
whom reference may be made, should be ~~ to the under- 
signed at Nether Edge Hospital, Sheffield 
Ww. STANSFIELD, Secretary. 











SHOTLEY BRIDGE GENERAL HOSPITAL, Shotley 
BRIDGE, CONSETT, CO. DURHAM. RESIDENT HOUSE OFFIC En 
(obstetrics and gynzecology) required for 6 months commencing 
lst September for duties in Obstetrical (30 Beds) and Gynreco- 
logical (43 Beds) Departments. Recognised for D.Obst.R.C.O.G. 
(alternatively second pre-registration appointment) 

Apply to the Secretary, North West Durham Hospital Manage- 
ment Committee, stating age and experience and enclosing 
copies of 3 recent testimonials. 





SHOREHAM- BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. WORTHING GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of SURGICAL REGIS- 

RAR. Preference will be given to candidates holding F.R.C.S. 

Forms of aaemamey oa are available from the undersigned. 

A. V. OaKTON, Group Secretary, 
rthing "eal. Hospital Management (, rn 

129, Brighton -road, Worthing. 


SHOREHAM-BY-SEA. SOUTHLANDS HOSPITAL. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL ae. 
WORTHING GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the post of by agate AND GYNACCO- 
LOGICAL REGISTRAR (85 Beds). M.R.C.O.G. preferred. 

Forms of application can be obtained a the undersigned, 
and must be returned as soon as possible. 

A. V. OAKTON, Group Secretary. 

129, Brighton-road, Worthing, Sussex. 


SHREWSBURY. ROYAL SALOP INFIRMARY. (241 
Beds. ) SHREWSBURY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from general registered 
Tt Bey (Male or Female) for the appointment of RESI- 

ENT HOUSE SURGEON in General Surgery. Vacant 
immediately, and tenable in the first instance for 6 months. 
Recognised for the F.R.C.S., and approved for pre-registration 
service. Salary and conditions of service in accordance with 
national scale. 

Applications with references, should be sent to— 

J. P. MALLett, Group Secretary 
Group 15 Hospital Management Cumnaalétes. 
Royal Salop Infirmary, Shrewsbury, 27th July, 1953. 


SHREWSBURY. ROYAL SALOP INFIRMARY. (241 
Beds.) SHREWSBURY — HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
for the a of ORTHOP-EDIC/ACCIDENT HOUSE 
SURGEON (Senior House Officer). The successful applicant 
will be allowed to attend for 2 days a month at The Robert 
Jones and Agnes Hunt Orthopedic Hospital, Oswestry, for 
postgraduate study with the Consultant. The post is recognised 
under the revised Fellowship regulations in respect of the 6 
months training required of candidates for the Final Fellowship 
examination. 

Applications, stating age, qualifications, nationality and 
experience, accompanied v% copy testimonials, should be sent 

a J. P. MALLETT, Group Secretary, 

Group 15 Hospital Management Committee. 
Royal Salop Infirmary, Shrewsbury, 10th July, 1953. 


SOUTHALL, MIDDLESEX. ST. BERNARD’S HOS- 
PITAL FOR NERVOUS AND MENTAL DISORDERS. Application is 
invited for a post of JUNIOR HOSPITAL MEDICAL 
OFFICER. This Hospital undertakes all modern psychiatric 
treatments both physical and psychotherapeutic, and the 
medical staff conduct several psychiatric outpatient clinics. 
National Health Service salary and conditions. 

Applications, giving full details and copies of 3 recent testi- 
monials, should be sent to the Physician-Superintendent, within 
14 days of appearance of this advertisement. 








STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited for the post of HOUSE OFFICER (medical), 
4 posts vacant shortly, Posts recognised for experience during 
pre-registration period. 

Apply, with copy yee ag my — age, nationality, and 
full details of previous service, to the Group Secretary, Hospital 
Management C Yommittee, Princes- road, Stoke-on-Trent. 


STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the appointments of HOUSE SURGEONS 
(Male or Female), pre-registration posts. 3 posts becoming 
vacant during the months of August and September and tenable 
for 6 months. Posts approved for F.R.C.S. examination. 

Applications, stating age, nationality and qualifications with 

dates, together with copy testimonials, to the Group Secretary, 
Stoke-on- Trent Hospital Management Committee, Princes-road, 
Stoke-on-Trent, as soon as possible. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
(general surgery). Recognised for F.R.C.S. 

Applications, stating age, nationality, and full details of 
previous experience, to the Group Secretary, Hospital Manage- 
ment Committee, Princes-road, Stoke-on-Trent 
ST. ALBANS, HERTS. CELL BARNES HOSPITAL. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
REGISTRAR required at above Hospital. This is a modern 
hospital where 733 mental defectives of all types and ages 
are under care. Approved for D.P.M. Hospital may be visited 
by direct appointment. Married or single quarters available. 

Application forms obtainable from, and returnable to, Group 
Secretary, Hospital Management Committee, Harperbury 
Hospital, St. Albans, Herts, by 25th August, 1953. 
ST. ALBANS (near). HARPERBURY HOSPITAL FOR 
MENTAL DEFECTIVES, Harper-lane, SHENLEY, near 8T. ALBANS, 
HERTS. NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
2 REGISTRARS required at above Hospital. Experience in 
a ychiatry necessary and preference given to candidates possess- 
ng the D.P.M. or its first part. here are 1500 patients of 
all grades and ages in this modern hospital. Unfurnished house 
available for a married man and furnished accommodation 
for single men at a reasonable rental. Hospital may be visited 
by direct appointment. 

Application forms obtainable from, and _ returnable to, 
Secretary, Cell Barnes and Harperbury Group Hospital Manage- 
ment Committee, Harperbury Hospital, St. Albans, Herts, by 
25th August, 1953. 

SLOUGH, BUCKS. UPTON HOSPITAL. Locum Senior 
HOUSE OFFICER (gyneecological) required for period 12th- 
26th September inclusive. 

Applications, with details of experience, should be addressed 
to the Hospital Secretary. 

SLOUGH, BUCKS. UPTON HOSPITAL. Locum Senior 
HOUSE OF FICER (casualty) required. Post vacant Sept- 
ember. Resident or non-resident. 

Applications, stating qualifications, together with 2 testi- 
monials, should be forwarded to the Hospital Secretary. 
SLOUGH, BUCKS. UPTON HOSPITAL. Senior House 
OFFICER (casyalty) required. Post vacant September. 
Salary according to Ministry of Health terms and conditions. 

Applications, stating age, and qualifications, together with 
2 testimonials, should be sent to the Hospital Secretary. 
SOUTHAMPTON CHEST HOSPITAL. Thoracic Sur- 
GICAL UNIT. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post of Whole-time 
REGISTRAR in anesthetics, vacant in mid-October. This 
Unit deals with all types of thoracic surgical cases. P reference 
will be given to candidates holding the D.A. Candidates are 
invited to visit the Unit if they so desire. 

Forms of application may be obtained from the undersigned, 
to whom they should be returned, when completed, by 29th 
August, 1953. 

FRANK JENNINGS, Group Secretary, 
Southampton Group Hospital Management Committee. 

Bullar-street, Southampton. 

SOUTHAMPTON GENERAL HOSPITAL. (80 surgical 
beds.) HOUSE SURGEON (resident) required early September. 
Post tenable for 6 months. Recognised for F.R.C.S. and for 
Pre-registration Service. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, South- 
ampton 
SOUTHAMPTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE PHYSICIAN (resident) required for 
duties in the Southampton Group of Hospitals, from Ist 
September. Post tenable 6 months. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Secretary, ‘Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
REGISTRAR in Dental Surgery to the Tunbridge Wells Group 
of hospitals. The duties will be mainly carried out in the 
Special Jaw Centre of the Plastic and Maxillo-facial Unit at 
East Grinstead. A higher dental qualification is desirable. 
The appointment will be in accordance with the terms and 
conditions of service of hospital medical and dental] staffs 
(England and Wales), and will be for 1 year in the first instance. 

Applications, giving particulars of age. qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 29th August, 
1953. 
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STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (anesthetics), Male or Female. 
Recognised for D.A. Post now vacant. Duties mainly at the 
General Infirmary, Stafford, which is the main and acute general 
hospital of the Group. 

Applications, with copies of 3 testimonials, to the 
Secretary, Stafford Hospital Management Committee, 
gate-street, Stafford. 


Group 
13, Fore- 


STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. (175 Beds—Recovery Unit 32 Beds.) STAFFORD HOS- 
PITAL MANAGEMENT COMMITTEE. HOUSE SURGEON (Male 





or male). Post vacant 6th Se ptembe r. Post recognised for 
Pre-registration Service and for F.R.C.S. Eng. 

Applications, giving full partic ulars, together with copies 

of 3 recent testimonials, to be forwarded to the Group Secretary, 
13, Foregate-street, Stafford. 
SOUTH LINCOLNSHIRE AREA. 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(chest diseases) required. Duties will include work at Lincoln 
Isolation and Chest. Hospital and Branston Sanatorium as well 
as attending associated Chest Clinics under Consultant super- 
vision. There will be a limited amount of work with infectious 
diseases at the former hospital. Appointment for 1 year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 24th August, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SWANSEA. MORRISTON HOSPITAL. (450 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the resident 
appointment of SENIOR HOUSE OFFICER in the Surgical 
Unit at the above Hospital. 

Applications, stating age, qualifications and experience, 
should be addressed to the Medical Superintendent, Morriston 
Hospital, Swansea. O. C. HOWELLS, Group Secretary. 
SWANSEA. MORRISTON HOSPITAL. (450 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the resident 
appointment of SENIOR HOUSE OFFICER in the Obstetric 
and Gyneecological Department of the above Hospital. 

Applications, stating age, qualifications and experience, 
should be addressed to the Medical Superintendent, Morriston 
Hospital, Swansea. O. C. HOWELLS, Group Secretary. 
SWANSEA. MORRISTON HOSPITAL. (450 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the resident 
appointment of SENIOR HOUSE OFFICER in the Casualty 
Department, with duties in the Orthopedic Department. 

Applications, stating age, qualifications and experience, 
should be addressed to the wer Superintendent, Morriston 
Hospital, Swansea. Oo HOWELLS, Group Secretary. 
SWINDON. VICTORIA HOSPITAL. Applications invited 


Sheffield Regional 


for post of RESIDENT SENIOR HOUSE OFFICER (anes- 
thetics), vacant on 27th September, 1953, for the Swindon 
hospitals. Post is recognised for the D.A. Approved salary, 


conditions, &c. 

Apply Secretary, Swindon and District 
ment Committee, 7, Okus-road, Swindon. 
TAUNTON. TONE VALE GROUP HOSPITAL MANAGE- 
MENT COMMITTEE, NORTON FITZWARREN, TAUNTON, SOMERSET. 
Applic ations are invited for the appointment of Locum Tenens 
JUNIOR HOSPITAL MEDICAL OFFICER at Tone Vale 
Hospital (mental hospital—1046 Beds). Salary £16 per week, 
in accordance with terms and conditions of service of hospital 
medical and dental staffs. 

Apply to Group Secretary at above address. 

TORQUAY. TORBAY HOSPITAL. (166 general beds.) 
HOUSE OFFICER (medicine), Male or Female, required 
immediately. 

Applications, stating qualifications, nationality, and age, with 
copies of testimonials (quoting Ref. F.955/33) to be sent to the 
Group Secretary, Torquay District Hospital Management 
Committee, 62 64, East-street, Newton Abbot, S. Devon. 
TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital-——212 Beds. 9 Residents.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTER. Applications are invited for the 2 
posts of SENIOR RESIDENT HOUSE OFFICER to the 
Orthopedic and Traumatic Department. This is a large and 
busy centralised unit with 2 Consultants, 64 Beds, and Out- 
patient Departments also 45-Bed Rehabilitation Annexe which 
deal with the whole of the West Cornwall Area. The posts 
are now vacant, and are tenable for 1 year. 

Applic ations, stating age, nationality, and 
experience, and accompanied by copies of 2 recent testimonials, 
should be forwarded to the Hospital Secretary, Royal Cornwall 
Infirmary, Truro, without delay. 


TRURO. ROYAL CORNWALL INFIRMARY. (212 Beds. 
9 Residents.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the newly created office of 
SENIOR HOUSE OFFICER (Pathological Department). 
Applications, stating age, qualifications, and experience, and 
enclosing copies of 2 recent testimonials, should be sent to the 
Hospital Secretary, Royal Cornwall Infirmary, Truro. 
WELSH REGIONAL HOSPITAL BOARD. Applications 


Hospital Manage- 


qualifications 


WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of REGISTRAR in General Medicine 


to serve the Glantawe Hospital Management Committee. The 
successful candidate will be based at Morriston Hospital, 
Morriston, near Swansea. The post is resident and will be 


subject to review at the end of the first year. 

Forms of application should be obtained from the Senior 

Administrative Medical Officer, Welsh Regional Hospital 
Board, Cathays Park, Cardiff, within 14 days of appearance of 
this advertisement. 
WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
Applications are invited for the post of RESIDENT SURGICAL 
OFFICER (Senior House Officer grade) £670 p.a. The Hospital 
is recognised for the F.R.C.S. (Eng.), and the post offers 
excellent experie nce in general surgery. 

Applications should be made to the undersigned immediately. 

/. READ, Group Secretary. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Applications invited for the appointment of SENIOR HOUSE 
PHYSICIAN in the Thoracic Surgery Unit of 54 Beds which 
is under the direction of Leeds Consultant staff. Salary £670 p.a. 
less a charge of £130 p.a. for board, lodging, &c. 

Address written applications, with full particulars and 2 names 
and addresses for reference, to— 

G. L. BANNER, Group Secretary. 

Victoria Chambers, Wood-street, Wakefield. 
WARWICKSHIRE. SOUTH WARWICKSHIRE HOS- 
PITAL GROUP NO. 14. Applications are invited for the appoint- 
ment of SENIOR HOU Sk OFFICER (anesthetics) for duties 
mainly at the Warwick Hospital. The post becomes vacant at 
the end of September. 

Applications, giving the names and addresses of 3 referees, 
to the undersigned as soon as parr. 

W. A. JAMES, Group Secretary. 

87, Radford- road, Leamington tS, 

WICK (near). CENTRAL MENTAL HOSPITAL. 
SENIOR HOUSE OFFICER required in this Mental Hospital 
of 1400 Beds with Neurosis Unit, 4 adult and 2 child Psychiatric 
Clinics recognised for the D.P. M., and Departments of Electro- 
encephalography, Occupational Therapy, Psychology and Social 
work. Salary £670 p.a. A modern house is available. Rental 
(inclusive of rates), £95 p.a. 

a ae together with the names and addresses of 3 
referees, to the Medical Superintendent within 14 days of the 
appearance of this advertisement. 

WATFORD. SHRODELLS HOSPITAL. (General Hos- 
pital—420 Beds.) Applications are invited for the post of 
SENIOR HOUSE OFFICER to the Geriatric Unit. This is a 
newly formed Unit for the study of geriatric conditions under 
a full-time Specialist. If reside nt there will be a deduction of 


£130 p.a. for emoluments. Adequate time is available for 
reading. 
Applications, together with not more than 2 copies of recent 


testimonials, should reach the Medical Officer-in-charge as soon 
as possible. 
WATFORD, HERTS. THE WATFORD AND DISTRICT 
PEACE MEMORIAL HOSPITAL. (198 Beds.) Applications are 
invited from registered medical practitioners for the post of 
HOUSE SURGEON, recognised for pre-registration. Post 
vacant middle September. Salary according to National Health 
Service scale. 
Applications, stating age, qualifications and experience, together 
with copies of 2 recent testimonials, should be sent to— 
CyrtL HopKINson, Administrator. 
WARRINGTON GENERAL HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER 
(peediatrics), Male or Female, which will become vacant in early 
October next. Post recognised for D.C.H. Commencing salary 
£670 p.a., less £130 for residential emoluments. 
Applications to be forwarded to— 
H. L. Boot, Group Secretary, 
Warrington and District Hospital Management Committee. 
c/o General Hospital, Warrington. 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for a vacancy at the above Hospital fora RESIDENT 
HOUSE SURGEON (Male or Female). Salary will be £350-— 
£450 p.a., less a deduction of £100 for full residential emoluments. 
Applications ee be sent to— 
Boot, Group Secretary, 
Warrington and Distrlet Hospital Management Committee. 
c/o General Hospital, Warrington, Lancs. 
WARRINGTON (near). WINWICK HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER. Salary £700—£50-—£1000 p.a. 
With a charge of £180 p.a. for full board-residence. All modern 
methods of treatment of mental illness and nervous disorders 
are available in this Hospital of 2200 Beds which is recognised 
for training for the D.P.M. Appointment subject to the terms 
and conditions of service of hospital medical and dental staffs. 
Applications, with full details .of qualifications, experience, 
&c., and names and addresses of 2 referees, to be sent to the 
Medical Superintendent as soon as possible. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE PHYSICIAN required, vacant 
6th October. May be pre-registration post. 





are invited for the appointment of a REGISTRAR in General 
Surgery to serve the Rhymney and Sirhowy Valleys Hospital 
Management Committee. The successful candidate will be based 
at Caerphilly and District Miners’ Hospital, Caerphilly, Glam, 
and will also be expected to serve other Hospitals within the 
Committee’s Area. The post is resident and will be subject to 
review at the end of the first year. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital 
Board, Cathays Park, Cardiff, within 14 days of appearance of 
this advertisement. 


12 


Applications, with copies of 2 testimonials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE OFFICER (gynecology) required, 
vacant mid-September. The hospital is recognised by the 
Royal College. 

Applications, with copies of 2 testimonials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) SENIOR HOUSE OFFICER (orthopeedics) 
required immediately. Appointment for 6 months in the 
first instance. 

Applications, 


with copies of 2 testimonials, to the Secretary. 
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WESTON-SUPER-MARE GENERAL HOSPITAL. (110 
Beds.) Applications are invited from registered medical practi- 
tioners for the resident appointment, immediate vacancy, of 
HOUSE SURGEON (first, second, or third post). The appoint- 
ment will be for a period of 6 months in the first instance and 
may be renewed for a further 6 months. 

Applications, stating age, qualifications and experience, 
together with names and addresses of referees should be 

dressed to the Secretary, Weston-super-Mare Hospital 
Management Committee. 


WINDSOR. KING EDWARD VII HOSPITAL. Obstetric 
AND GYNACOLOGICAL HOUSE SURGEONS required 
(Male or Female). Posts vacant, 1 on 30th September, and 1 
immediately. Salary on national scale. The successful candi- 
dates will be resident at the Old Windsor Unit of the Hospital. 
ee mee are required to be members of a Medical Protection 
Socie y 

Applications, with copies of recent testimonials or names of 

3 referees, stating age, nationality, qualifications with dates, 
to be sent to the Hospital Secretary by 28th August. 
WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) WIGAN AND LEIGH HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER in Orthopedic Surgery 
required for duties at the above Hospital. Post now vacant. 

Applications, stating age, nationality, and previous hospital 
appointments, together with the names of 2 referees, should be 
forwarded to the Secretary, Wigan and Leigh Hospital Manage- 
ment Committee, Knowsley House, Wigan, as early as possible. 
WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) HOUSE SURGEON (Male or Female) required at 
the above Hospital. House Officer grade post, recognised for the 
F.R.C.S. examination. Post now vacant. Approved pre- 
registration post. 

Applications, stating age, qualifications, &c., together with the 
names of 2 referees, should be received by the Secretary, Wigan 
and Leigh Hospital Management Committee, Knowsley House, 
Wigan, as soon as possible. 

WOLVERHAMPTON HOSPITAL MANAGEMENT 
COMMITTEE GROUP NO. 16 BIRMINGHAM REGION, 
he Royal Hospital, Wolverhampton (an Associated 
Hospital of the University of Birmingham Medical School) 

SENIOR HOUSE OFFICER or HOUSE OFFICER (Fracture 

and Orthopsedic Department), vacant now. 

HOUSE OFFICER (anesthetics), vacant now. 

recognised for D.A. 
HOUSE OFFICER (Casualty Department), vacant now. 
Wolverhampton and Midland Counties Eye Infirmary 

HOUSE OFFICER, vacant 15th September. Appointment 

recognised for F.R.C.S. and D.O. examinations. 

Applications, with copies of 3 recent testimonials, to be sent 
to W. CocKBURN, Group Secretary. 

The Royal Hospital, Wolverhampton. 
WORKSOP. KILTON HOSPITAL. Sheffield Regional 
HOSPITAL BOARD. Whole-time RESIDENT MEDICAL REGIS- 
TRAR required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by 31st August, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


WREXHAM. WAR MEMORIAL HOSPITAL. (170 Beds.) 
WREXHAM, POWYS AND MAWDDACH HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of HOUSE 
SURGEON at the above Hospital, to commence immediately. 
The appointment is recognised for the Diploma of F.R.C.S. 
(Eng. and Edin.), and is an approved pre-registration House 
Officer post. Salary will be at the rate of £350, £400 or 
£450 p.a. according to experience, less £100 p.a. for residential 
emoluments. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, should 
be addressed to— 

WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 

Maelor Gen>ral Hospital, Croesnewydd-road, Wrexham. 
YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 

Westwood Hospital, Beverley, Yorks (218 Beds) 

(a) ORTHOPADIC HOUSE SURGEON (Senior House 

Officer). Recognised for F.R.C.S. Vacant now. 
oon sone General Hospital, Driffield, Yorks (249 
3eds) 

(6) HOUSE SURGEON (first, second, or third post), vacant 
now. Pre-registration post. Recognised for F.R.( General 
surgical duties. 

Northfield Sanatorium, Driffield, Yorks (78 Beds) 

(c) HOUSE PHYSICIAN (first, second, or third post). 
General Sanatorium treatment. Provision may be made available 
for thoracic surgery, pathological experience, and M.M.R. 
Unit. Time for study. 

Salary for (a) is £670 p.a., less £140 for board and lodging ; 
and for (b) and (c) £350-£450 p.a., less £100 for board and 
lodging. Fully qualified practitioners may also apply for the 
pre-registration post. 

Detailed applications to Secretary, Westwood Hospital, 
Beverley. Yorkshire. ba 2 
WHISTON. COUNTY HOSPITAL. (882 Beds.) Applica- 
tions are invited for the post of RESIDENT HOUSE SUR- 
GEON which is recognised under the Medical Act as a pre- 
registration appointment. Salary in accordance with the terms 


Appointment 





and conditions of service for medical staff. 

Applic vations, stating age, qualifications, and experience, and 
giving 2 names for reference, should be forwarded to the under- 
signed as soon as possible. 

RICHARDS, Secretary. 
St. Helens and District Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot. 


WHISTON. COUNTY HOSPITAL. (882 Beds.) Applica- 
tions are invited for the appointment of RESIDENT PADI- 
ATRIC HOUSE PHYSICIAN. 6 months appointment. Salary 
in accordance with the terms and conditions = wry ice for medical 
staff. The Hospital is recognised for the ..H. examination. 
The department comprises 22 cots and 28 as and in addition 
there are 75 neonatal cots and a busy Outpatients Department. 
Applications, stating age, qualifications, and experience, and 
giving 2 names for reference, should be forwarded to the under- 
signed as soon as ——. 
RICHARDS, Secretary, 
St. Helens and Dist ice Hospital Management Committee. 

_ Group Office, County Hospital, Whiston, near Prescot. 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL- 
(160 Beds.) Applications are invited for the post of HOUSE 
SURGEON at this busy general hospital. The post becomes 
vacant at the end of August, 1953, and offers wide experience 
in congenial surroundings. Salary at the rate of £350, £400, 
or £450 a year according to experience, subject to a deduction 
of £100 a year in respect of residential emoluments. 4 residents 
on the staff. The appointment is tenable for 6 months in the 
first instance. 

Applications, giving full particulars, with copies of 
testimonials, to the Secretary, Noble’s Hospital, 
Isle of Man. 

DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
(160 Beds.) Applications are invited for the post of RESIDENT 
ANZXSTHETIST at this busy Hospital. The post, which 
ee vacant at*the end of August, 1953, offers varied 

erience in pleasant surroundings. 4 residents on the staff. 

alary at the rate of £350, £400, or £450 a year according to 
pave Really A deduction of £100 a year made in respect of 
residential emoluments. Duties may include acting in the 
medical wards or casualty. The appointment is tenable for 6 
months in the first instance. 

Applications, giving full particulars, with copies of 2 recent 

testimonials, to the Secretary, Noble’s Hospital, Douglas, 
Isle of Man. 
CHANNEL ISLANDS, JERSEY. GENERAL HOSPITAL. 
Applications are invited for the post of RESIDENT SURGICAL 
OFFICER at the above Hospital. Previous experience is 
essential. The Hospital has 200 Beds and is recognised as a 
training Hospital for the F.R.C.S. Post is vacant on Ist October, 
1953. The appointment is for 6 months in the first instance, 
but is renewable for a further 6 months. Salary £700 p.a., less 
£100 for residential emoluments. 

Applications to be submitted not later than 22nd August, 
1953, to the 5 aaa Public Health Committee, General 
Hospital, Jersey, C. 


NEW ZEALAND. THE 


2 recent 
Douglas, 


OTAGO HOSPITAL BOARD. 
SENIOR ANASSTHETIC REGISTRAR, Dunedin Hospital, 
New Zealand, ASSISTANT LECTURER in _ Anesthetics, 
University of Otago. Applications are invited for the above 
position, from those who hold a degree in Medicine of an 
approved University. The 4 agg ac is a full-time one 
commencing on Ist January, 1954. Salary scale in accordance 
with the Hospital Employment (Medical Officers’) Regulations, 
1952, viz. : £863 15s.-£978 15s. p.a., plus £179 8s. p.a. living-out 
allowane e. Further information relating to this appointment 
may be obtained from the Office of the High Commissioner for 
New Zealand, 445, The Strand, London, W.C.2, or from THE 
LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 

Applications, stating age, qualifications postgraduate 
experience, together with testimonials, heai 1d radiological 
certificates, should be in the hands of the Secrv.ary of the Board 
not later than 10 A.M. on Money. 24th August, 1953. 

WILLIAMSON, Secretary. 

P.O. Box 946, Dunedin, New ‘Zealand. F 
NEW YORK. NEW ROCHELLE HOSPITAL, New 
ROCHELLE, NEW YORK, U.S.A. (360-Bed general community 
hospital). Approved by American College of Surgeons ; American 
Medical Association for Internship and Residency Training. 
Only graduates from approved university schools accepted. 
INTERNES—$100 per month, plus full maintenance. 

Apply Superintendent. 





Public Appointments 


BRADFORD. CITY OF BRADFORD. Health Department. 
Applications are invited from registered medical practitioners 
for the appointment of ASSISTANT MEDICAL OFFICER. 
The duties will mainly be clinical work in the School Health 
and Maternity and Child Welfare Services ; but the person 
appointed will also be required to undertake such other duties 
from time te time as may be decided by the Medical Officer of 
Health. The salary is in the scale £950-£50-—£1300 according to 
experience, &c. The post is subject to the appropriate super- 
annuation scheme and the successful candidate will be required 
to pass a medical examination. 

Forms of application may be obtained from the Medical 
Officer of Health, Town Hall, Bradford, and should be returned 
to the undersigned within 7 days of the appearance of this 
advertisement. 

Town Hall, Bradford. W. H. LEATHEM, Town Clerk. 
HEREFORDSHIRE COUNTY COUNCIL. Applications 
are invited for Whole-time ASSISTANT MEDICAL OFFICER 
(Male or Female) in the County Health Department. The 
duties will primarily consist of school medical examinations 
and maternity and child welfare work. Salary £950-£50-— 
£1300 p.a., together with car and subsistence allowances on 
County Council scale, which are in accordance with the scheme 
recommended by Committee C of the Medical Whitley Council. 

Form of application may be obtained from the County Medical 
Officer, 35, Bridge-street, Hereford. Completed forms of applica- 
tion should be returned within 14 days of appearance of this 
advertisement. C. HANSEN, Clerk of the Council. 
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HER MAJESTY’S COLONIAL SERVICE. Nigeria. 
Applications are invited from Doctors with medical] qualifications 
registrable in the United Kingdom and with at least 1 years 
experience after qualification for the following posts in the 
Medical perereen of the Government of Nigeria :— 

(a) MEDICAL OFFICERS, for general duties in preventive 
and curative medicine —— ee include purely rural health 
work, involving much travelli 

(b) MEDICAL OFFICERS "OF HEALTH. Duties as under 
(a). In addition the selected officers would undertake the 
control of sanitary matters, and may be required to perform 
the duties of Port Health Officer at a sea or air port. Candidates 
should possess a Diploma in Public Health. A Diploma in 
Tropical Hygiene, though not essential, is desirable. 
Appointments may be made as follows :— 

(a) on 3 years probation for permanent and an aengeond 
employment in the Colonial Medical Service, with retiring 
of between 45 and 55. Pensions are at the rate of 1/600th of final 
ee emoluments for each completed. month of reckonable 
service ; 

(b) from the National Health Service. Candidates may 
resign from the National Health Service but retain their super- 
annuation rights during their time in Nigeria (up to 6 years) 
and receive a resettlement grant of 20% of the aggregate of their 
Colonial salary on leaving Nigeria at the end of their engage- 
ment ; or 

(c) on short-term contract (2—4 tours of 18 months duration ) 
with inclusive salary of from £1087 p.a. — to £2000 p.a. 
on completion of contract a gratuity is paid at the rate of 
eed ay for each completed period of 3 months service (including 
eave). 

Officers appointed under (a) or (c) are required to contribute 
to a Widows’ and Orphans’ Pension Scheme. Salaries, including 
—— expatriation pay for Officers appointed under (a) 
or (6) range from £950 to £1850 p.a. Starting salary in all 
cases depends on pan tobi and war service. Quarters are 
provided at low rents. Free passages in both directions are 

rovided for Officer and his wile. Payment of the cost actually 
neurred on 1 outward and 1 hemeward passage for each of 2 
children under age of 18, subject to maximum of £75 in aod | 
of the return journey for each child, is also granted. Income- 
tax at local rates. Local leave is permissible and generous home 
ire 1." granted after each tour of 18 months duration. 

Application forms can be obtained frem the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, S.W.1 (quoting reference 
No. CDE. 7117/14/01). J 
LANCASHIRE COUNTY COUNCIL. Registered medical 
practitioners uired for a a of ASSISTANT DIVI- 
SIONAL MEDI ar OFFICERS in areas adjacent to a 
Bury, Fleetwood, Ormskirk Southport. Possession of D.P. 
desirable. Salary 2950-£50-£1300 p.a. Travelling and subsistence 
allowances where applicable. Posts superannuable and subject 
to medical examination. 

Application form and further particulars ey omen from 
County Medical Officer, East Cliff County Offices, Presto: 


LONDON COUNTY COUNCIL. invited 
from registered medical practitioners practising locally for 
appointment as VISITING MEDICAL OFFICER at Beechholme 
Residential Schoo] in Banstead, Surrey, for 440 normal children 
from 5 to 15 years, salary £162 108. @ year exclusive of fees, 
&c., receivable from the Executive Council for residents and 
resident staff who may be taken on to his National Health 
Service lists, certain travelling expenses and payment for 
emergencies 

Details on application form obtainable from Medical Officer 
of Health (PH/D.1), County Hall, S.E.1, for return by 29th 
August. (84 8.) 


mt mara 


MIDDLESEX “COUNTY COUNCIL. County Health 
DEPARTMENT. Temporary ASSISTANT MEDICAL OFFICER 
(whole-time) required, initially in Area 7 (Ealing and Acton) 
for period of at least 9 months. Duties include supervision of 
health of school-children, mothers and young children attending 
health clinics and routine medical inspection at schools. 
Experience in these branches of public-health work an advantage. 
Salary £850-£50-—£1150 p.a. inclusive (now under review M.D.C. 
Cire. 17). Subject to medical assessment and prescribed 
conditions. 

Application forms from Joint Area Medical Officer, Town Hall, 
Ealing, W.5, to be returned by 29th August (quoting M.325 L). 
Canvassing disqualifies. 

CLIFFORD RADCLIFFE, Clerk of the County Council. 


NOTTINGHAMSHIRE COUNTY COUNCIL. Applica- 
tions are invited for the appermnens of SENIOR ADMINIS- 
TRATIVE MEDICAL OFFICER (Male) from duly qualified 
and stered medical practitioners who hold a Diploma in 
Public Health. Applicants should have had general administra- 
tive experience with a Local Health Authority and in connection 
with the School Health Service. Salary £1300 p.a.-£50 p.a.— 
£1750 p.a. Within this scale the County Council are prepared 
to take into consideration the existing — of the successful 
candidate in assessing his es 

ag eg forms and conditions eppelatmant are obtain- 
able from me, and completed applications must be returned by 
15th September, 1953. Canvassing disqualifies. 

. TWEEDALE MEaBY, Clerk of the County Council. 


WEST BROMWICH. COUNTY BOROUGH OF WEST 
BROMWICH. Applications are invited from registered medica] 
practitioners for post of ASSISTANT MEDICAL OFFICER 
OF HEALTH AND SCHOOL MEDICAL OFFICER. Possession 
of D.P.H. or D.C.H., though not essential, an advantage. Salary 
£950-£50-£1300. 

Application forms from Medical Officer of Health, 2, Lodge- 
road, West Bromwich. Closing date 31st August, 1953. 





WARWICK. COUNTY OF WARWICK. Borough of 
NUNEATON, URBAN DISTRICT OF BEDWORTH, AND RURAL DISTRICT 
OF ATHERSTONE. Applications are invited from suitably qualified 
medical mw ey for the combined appointments of 
MEDICA OFFICER OF HEALTH for the Borough of 
Nuneaton, the Urban District of Bedworth, and the Rural 
District of Atherstone. The successful candidate will also be 
appointed Area Medical Officer for Health and School Medical 
Services under the Warwickshire County Council for the same 
Area. Aggregate inclusive salary £1737 10s. rising to 
£2112 10s. p.a. 

Further particulars and conditions of appointment obtain- 
able from the Town Clerk, Council House, Nuneaton. Closing 
date for applications, Wednesday, 26th August, 1953. 
STAFFORDSHIRE po hy COUNCIL. Applications 
are invited from fully Oy medical practitioners for the 
appointments of ASSI TANT MEDICAL OFFI and 
those holdi the Diploma of Public Health will be given 
preference. he candidates appointed will undertake clinical 
work in the School Health and Child Welfare Services under the 
direction of the County Medical Officer of Health and will he 
required to perform such other duties as may from time to time 
be prescribed. The salary scale is £950 p.a., rising by annual 
increments of 250 to a maximum of £1300 p.a., and previous 
simi service may be taken into consideration when deciding 
the commencing rate. Each selected candidate ~—< be required 
to provide a motor-car, for which allowances will be paid in 
accordance with the County Council scale. A lodging allowance 
of 25s. per week and return railway fare home every 2 months 
will be paid for a maximum period of 6 months where the 
successful candidate is married and has to continue to maintain 
a home outside the geographical County while seeking housing 
accommodation. Each appointment will be terminable by 1 
months notice in writing on either side and subject to the 
—— of the appropriate superannuation acts and regula- 
ions, in which connection the selected candidates must pass 
a@ medical examination and submit their birth certificates. 

Forms of application Pa be obtained from the undersigned 
and should be returned e County Medical Officer of Health, 
County Buildings, Statlord. not later than 29th August, 1953, 
together with copies of net more than 3 recent testimonials. 

H. Evans, Clerk of on County Council. 

County Buildings, Sta tert, 27th J uly, 1 
ROYAL NEW ZEALAND NAVY. Applications are invited 
for service as MEDICAL OFFICERS in the Royal New Zealand 
Navy. Candidates must be of British birth and parentage and 
registered under the Medical Acts and medically fit, and have 
completed National Service. Entry for 4 years Short-service 
Commission. ay and allowances: as governed by R.N.Z.N. 
regulations. 

On entry for first 2 years at rate of £955 p.a. 

For third and fourth years £1052 p.a. 

Married Officers: marriage allowance, 3s. 
separation allowance, 3s. 6d. per day ; 
— 10s. ay vag on entry 

Free pi to New Zealand granted to successful applicants, 
and family if married. 

Full details from Royal New Zealand Navy Headquarters 
ag Officers), The Adelphi, John Adam-street, London, 





6d. per day ; 
uniform outfit grant, 





General Practice 
or an Executive Council post a eo Wales) apply on form E.C.16a 
obtainable from the councii. Mark envelope ‘* Vacancy."’ 





YORKSHIRE. WEST RIDING. Applications are invited 
for a VACANCY (urban). List at present Qo 4600. 
Apply on Form E.C.16a to the undersigned, from whom further 
particulars may be obtained, not later than 22nd August, 1953. 
. STABLER, Clerk 
West Riding Executive aR 
5, St. John’s-north, Wakefield, Yorks. 


Miscellaneous 


To non-professional posts the Notification of Vacancies Order 1952 applies 


Ciba Laboratories Ltd., Horsham, require the whole-time 
services of a well-qualified Doctor, preferably under 35, whose 
primary duty will be to act as liaison between the company 
(which in the U.K. represents Ciba as a world concern) and 
centres of research in organising clinical trials throughout the 
U.K. of products of Ciba research. He will not himself do 
research but should have the closest contact with those who do. 
pee —— —— advise and help in medical matters. Starting 
to and qualifications but not less than 
e120 _— Tree fat nen xcellent Pension Fund.—Send age, full 
partic renee for application and other relevant 
Retails to tine Teseniag D irector. 
Alaska to Patagonia. 3 young university graduates 
planning a pioneer expedition overland through the Americas 
require @ fourth, preferably with medical qualifications. This 
is an opportunity to study a fascinating and relatively unknown 
part of the world. Cinematographic and writing experience 
useful. Depart October for 7 months.—Write: INTER- 
AMERICAN EXPEDITION, 27, Grosvenor-place, S.W.1 (SLOane 
5551). 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE, LTD., 98, a cay tree 8.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. Ne 
“Pregnancy Diagnosis ae the Xenopus Method.” 24-hour 
service.—Send specimen of urine and £1 1s. fee to: WELBECK 
BIOLOGICAL LABORATORIES, 26, Park-crescent, Portland- place, 
W.1 (Telephone : MU Seum 5386-7). 
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ers 
on, 


Supplied in bottles of 100 tablets, 
‘lies each tablet containing :— 


ime ‘Propadrin’ phenylpropanolamine 
1086 Hydrochloride ... 50mg. (} gr.) 


ows Thyroid 


do. ‘ Delvinal’ 
ting vinbarbitone 


... 40mg. (%gr.) 


. 25mg. (¢gr.) 


rant ‘Altepose’, ‘Propadrin’ and 
‘Delvinal’ are Registered Trade 
icas Marks. 








‘ALTEPOSE’ Tablets are an effective adjuvant 
to the dietary management of obesity. 
Combining a sympathomimetic amine 
‘PROPADRIN’ with thyroid and ‘ DELVINAL’ 
vinbarbitone, ‘ALTEPOSE’ tablets effectively 
depress excessive appetite, increase metabolic 
processes, and control nervous ‘tension and 
irritability. 


May be prescribed on Form E.C.10 


Jane Literature and clinical package gladly supplied on request. 





SHARP & DOHME LTD., HODDESDON, HERTS. 
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REASONS 
WHY.. 


Au BROOKS RUPTURE APPLIANCES are 
extremely light, fully adjustable and always 


cool. There’s a Brooks Appliance to control 
every type of hernia. There’s also special 
attention for the more difficult and 
unusual cases. 





Appliances supplied under the 
NATIONAL HEALTH SERVICE 














BROOKS 


is the 


name for 
RUPTURE 
APPLIANCES .. 


Adjustable side locking buckle to keep the 
underband and pad always in position, 


Exceptionally long-lasting elastic web 
bands—British made to our own specifica- 
tion and design, ensuring perfect pliable 
pad pressure control. 


All parts are interchangeable—replace- 
ments can be readily attached any time at 
reasonable cost. 


Well over 1,000,000 people have found 
new happiness and safety with a Brooks 
Rupture Appliance—and one million 
people cannot be wrong! 


Patients can be measured and fitted 
during one visit to any of the Brooks 
Addresses below. Fully qualified and ex- 
perienced male and female fitters are 
always available. There is also a carefully 
planned and safe Postal Fitting Service to 
supply Brooks Rupture Appliances to 
distant cases with the guarantee of com- 


This BROOKS Automatic Air Cushion 
Pad has an Hugienic detachable rubber 
dome which takes in and exhausts air 
with every movement, 





The oval automatic Air Cushion Pad 
for Inguinal Hernia. Can be adjusted 
to several angles right or left as 
required to ensure absolute comfort 
and safety. 


BROOKS Hand Made Air Cell Pad for 
Scrotal rupture. Cleverly arranged so 
= hemes of minute air-cells adapt 
0 Oody. 





BROOKS Star Suspensory; well de- 
signed scrotal Support for general wear 
or Varicocele or Hydrocele. All bands 
elastic, suspensory slips off easily with- 
out unbuckling. Seamless Sack — will 
not shrink or stretch. 4 sizes: small, 
medium, large, extra large. 


plete satisfaction. No more complete 
service is possible anywhere. 


BROOKS 


APPLIANCE CO. LTD. 


80 CHANCERY LANE, LONDON, W.C.2 
And at 
HILTON CHAMBERS, HILTON STREET, 
STEVENSON SQUARE, MANCHESTER 1. 

66 RODNEY STREET, LIVERPOOL. 
Vacancies for Sales Agents in Gt. Britain 
and overseas—particulars of terms upon 
request. 
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